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ABSTRACT 

This document contains 24 papers. Keynote addresses 
were given on the topics of autonomy for deaf adolescents and 
parent-adolescent dialogue* A section titled "Demographic Profiles of 
Deaf Adolescents in America"* compares students in special schools 
with mainstreamed students. A section on "Family Intervention and 
Parent Education" includes three papers that cover preparation for 
adulthood, treatment of the larger than family system, and rubella 
babies as parents. "Transition from School to Work" examines 
transition workshops for parents, the family's role in transition, 
educational and occupational aspirations/attainments, and employers' 
perceptions. "Approaches to Sexual Abuse Interventio.is and Suicide 
Prevention" focuses on treatment of sexual abuse victims, sexual 
health policies, suicide prevention, and intervention with suicidal 
adolescents. "Strategies of Enhancing the Social and Emotional 
Development of Deaf Adolescents" reviews the self-image of deaf 
adolescents, consciousness-raising with deaf female adolescents, 
adapting and evaluating social skills curricula, assessing language 
competence, preventing substance use disorders, and inservice 
training in residential schools. A section on "Approaches to 
Substance Abuse Education and Prevention" describes self-help groups, 
Gailaudet^s student development approach, reality therapy, and 
wor k i ng • ( JDD ) 
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PREFACE 



In 1985 the University of Arkansas Rehabilitation Research and Training 
Center on Deafness and Hearing Impairment (RT-31) was privileged to collab- 
orate with a number of other outstanding deafness rehabilitation agencies and 
organizations in producing the monograph. T he Habiiitation and Rehabilitation 
of Deaf Adolescents (Anderson & Watson, 1985?- The publication presented 
information that highlighted the proceedings of the first National Conference 
on the Habiiitation and Rehabilitation of Deaf Adolescents- In addition to 
Identifying and describing the special characteristics, problems, and service 
needs of deaf adolescents and their families, the papers reported on efforts 
underway to meet the identified needs. One of the primary needs articulated 
was for additional biannual conferences to further develop and stimulate 
Improved "standards of care" In service, training, and research. 

The current publication consists of selected papers that were presented at 
the second National Conference on Innovations in the Habiiitation and Rehabil- 
itation of Deaf Adolescents. it addresses a need — identified by participants 
at the previous (first) conference—to report on Innovative approaches, tech- 
niques, and programming that have been demonstrated to be effective In use 
with deaf adolescents and their families. Hopefully, the reader will find 
this book serves as one more meaninnful step in the profession's progress 
toward excellence in services for the deaf adolescents we serve. 

To quote from the charge that both the first and second national 
conferences addressed: 

The years of adolescence (i.e., those from age 12 through 20) 
bring forth many concerns for vouth, parents, educators, rehabili- 
tation counselors, legal and social service providers, and society In 
general. These concerns arise because the transitional period of 
growing from childhood dependency to adulthood is often a troublesome 
period, marked by numerous developmental crises such as physical and 
emotional change, quest for independence, uncontrolled external 
influences, and peer group pressures. For deaf youth, the problems 
of adolescence are further magnified by the Inherent problems of com- 
munication which can preclude or interfere with the delivery of 
appropr i ate i nter vent 1 ons . There i s much ev 1 dence 1 n pub i i shed 
I 1 terature (and i n the papers conta I ned in this document ) that 
problems of emotional disturbance, substance abuse. Juvenile 
delinquency, physical and sexual abuse, employment difficulties, and 
a host of other social problems are increasing in incidence among 
deaf adolescents. Thus, the underlying question that stimulated 
national interest in this conference was, in what ways can the field 
of deafness effectively respond to the pressing needs of deaf ado- 
lescents? (Anderson & Watson, 1985, p. 3). 

In response to this charge, the second national conference convened a 
group of 58 nationally recognized authorities representing a variety of pro- 
fessional disciplines in the area of deafness to address 10 different topical 
areas ranging from transition from school to work, to residential programs for 
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adolescents with emot I ona I /behavioral problems; from suicide prevention pro- 
grams to substance abuse Interventions; and from social skills training Inter- 
ventions to parent education and counseling. This distinguished group of pre- 
senters were selected from among a much larger number of respondents to the 
conference's call for papers. These presentations Included 34 ninety-mlnute 
Individual concurrent workshops, three keynote presentations, a hos\ of poster 
sessions and a film festival on substance abuse sponsored by the Gallaudet 
University National Academy. 

In retrospect, the document Is an attempt to highlight selected pro- 
ceedings from this four-day conference which attracted over 350 profes- 
sionals, parents, and consumers from across the United States and from as far 
as Alaska and Canada. The papers presented In this publication are organized 
with seven major sections. Section One Includes two outstanding keynote pre- 
sentations, one by Kay Meadows-Or lans and the second by Hllde Schleslnjer. 
Both of these keynote presentations contributed to establishing a major theme 
for the conference which was aptly stated by Dr. Meadows-Or I ans In the 
fol lowing statement , 

"Development of autonomy Is discussed as the primary goal for 
adolescents. . . Autonomy is necessary If adolescents are to enter 
successfully the adult world of work and develop meaningful skills. 
Autonomy Is necessary If adolescents are to enter sucessfully the 
adult world of love and develop satisfying relationships leaaing to a 
cohesive and rewarding family life. Autonomy Is noted In a willing- 
ness to accept responslbl I It ly for oneself and the consequences of 
one's r tlons. Autonomy is Impossible without a firm sense of Iden- 
tity ano self-acceptance" (pp. 1-2). 

The subsequent sections, two through seven. Include papers which describe 
Innovative habllltatlon and rehabilitation approaches. Interventions, and 
program models designed to contribute to or facilitate the development of 
autonomy In deaf adolescents within a variety of settings such as tne home, 
school, work, and community. Of special note Is section seven which addresses 
the topic of substance abuse education and prevention. Through collaborative 
efforts with Gallaudet University, a series of nine Individual concurrent ses- 
sions on the topic of substance abuse education and prevention were sponsored 
by Its National Academy. Four of the papers submitted for publication are 
Included In section seven. 

\l Is hoped that this document, at least In part, captures the spirit of 
this second national conference and that It provides a framework to enable the 
field of deafnass to even more effectively respond to the needs of our most 
valuable resource, adolescents with hearing Impairments. 

Glenn B. Anderson 
Douglas Watson 
Arkansas Rehabilitation 
Research and Training Center 
on Deafness and Hearing Impairment 
University of Arkansas 
Apr I I , 1987 
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AUTONOMY FOR DEAF ADOLESCENTS: 
FACILITATIVE ENVIRONMENTS 



KATHRYN P. MEADOW-ORLANS 



Development of autonomy is discussed as a primary goal 
for adolescents. Dependency may be Inherent In the con- 
Git Ion of deafness because the social and physical world Is 
organized around the needs of hearing persons. In addi- 
tion, autonomy can be particularly difficult for deaf ado- 
lescents to achieve because of the cumulative effect of 
earlier protect I veness of parents and teachers. Ways of 
facilitating autonomy for deaf adolescents at home and at 
school are discussed. Special emphasis Is placed on the 
need to provide opportunities for autonomy In the world at 
large so that deaf adults can exercise their ski I Is. 

My presentation today Is built on the theme that there are three primary 
tasks for adolescents. The first Is the development of autonomy; the second 
Is achievement of Independence; the third Is self-determination. Another way 
of expressing this thought Is to say that adolescence, like real estate, can 
be reduced to three important principles. In real estate, these are location, 
location, and location. For adolescence, they are autonomy, autonomy, auton- 
omy. Autonomy Is necessary If adolescents are to enter successfully the adult 
world of work and develop meaningful occupat lonal ski I Is. Autonomy Is 
necessary If adolescents are to enter successfully the adult world of love and 
develop satisfying relationships leading to a cohesive and rewarding family 
life. Autonomy Is rooted In a willingness to accept responsibility for 
oneself and the consequences of one's actions. Autonomy is impossible without 
a firm sense of Identity and self-acceptance. 

As we begin our meetings and discussions for this second national con- 
ference on habllltatlon and rehabilitation of deaf adolescents, it seems 
appropriate to review some of the papers from the first conference which 



touched on my topic. It was no surprise to find many papers In the pro- 
ceedings of that conference related to autonomy. For example, Schleslnger and 
Acree (1984) stress the Importance of dialogue for the development of an 
autonomous adolescent. They suggest that the "successful" adolescent 
experienced two-way rather than one-way conversat Ions with parents in the 
early years — that Is, dialogue rather than monologue—and that an early sense 
of personal power evolving from this parental Interaction was related to later 
effectiveness. Lytle ;?nd Jonas (1984) contrast the adjustment of high school 
students In a new environment In terms of their opportunities for Independence 
in former school settings. Mendelsohn and Falrchlld (1984) discuss three 
stumbling blocks forming barriers to Independence In deaf adolescents. They 
say that two of those barriers — language and education — Inevitably lead to the 
third: Inexperience. As parents, they are keenly aware of the fact that ado- 
lescents' concerns for developing Independence are sometimes a mixed blessing. 
Straining toward autonomy can be exhi larating for chl Idren but painful for 
parents. Aldrldge (1984) described her contacts with some parents who dread 
their adolescent's sef/ai-atlon from the family, "particularly If they felt 
their youngster might choose the deaf world" (p. 126). The F I tz-Gera I d's 
(1984) Illustrated the absence of Information about sex on which deaf children 
might base Independent decisions In that area. Mtner (1984) expanded on that 
In her consideration of general health care. She said, "Managing one's body 
in illness and health, negotiating a hospital system, being responsible for 
medication and appointments . . . are all ways In which one assumes respon- 
sibility for one's self in the larger world. it is only one small btep along 
the road to independence, but it needs to be taken" (p. 166). These are only 
a few of the many examples of concern about autonomy by participants in the 
first national conference. 

Deafness and Dependency . We all know many of t .e reasons for the dif- 
ficulties deaf adolescents have in developing autonomy, and in putting aside 
dependency on others. Nevertheless, i would like to make two points that are 
particularly relevant to my theme today. One is related to Hiide 
Sch leslnger 's theory about the importance of feelings of power iessness in the 
development of dependency and helplessness in members of many disadvantaged 
and handicapped groups. She contends that many individuals who have little 
power to Influence their own environments, to create their own destinies, 
become defeated and stop making an effort to take responsibility for them- 
selves. Another part of her theory relates to behaviors that are charac- 
teristic of many hearing mothers of deaf ch 1 idren— behav iors that are labelled 
"Intrusive" and "control 1 Ing." Schleslnger suggests that these parental 
behaviors have their source in a sense of power iessness : on the oart of 
parents who "have brought forth a child with a disability that they cannot 
direct iy influence" through the usual communicat ive channel (Schleslnger, 
1985:105). This is a persuasive argument, and provides an explanatory theme 
for some of the difficulties of deaf adolescents. 

Carol Erting hoS made an insightful point about the "dependency 
constraint" for deaf persons which I believe is complementary to Sch ies inger 's 
theory of power iessness. She says the necessity for total reliance on the 
visual mode produces a set of constraints 1 deaf people that are quite apart 
from personality factors (or that Interact with personality factors) to 
increase dependency. Since the world is set up for persons who hear, many 
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everyday needs— to say nothing of emergency events — are geared to the auditory 
sense. Erting says that: 

For most deaf people born to hearing parents . . . dependence begins 
at birth. Their dependence on people who hear has Its roots In the 
emotionally powerful and Influential experiences of early childhood 
and the parent-ch lid re I at lonsh Ip. Dependence cont Inues In the 
spheres of education, religion, employment, and In the acquisition of 
goods and services provided and controlled primarily by those who 
I nf requent I y confront or even th I nk about deafness as a I I f e 
experience . . . (deaf people) continue to find their fate dependent, 
to a large extent, on the willingness of hearing people to Interact 
with and accommodate them (Erting, 1985:227). 

Although this seems to me to be an extremely Illuminating Insight, and 
(like many brilliant observations) obvious once It has been made, there have 
been some Interesting responses to Ertlng's Idea. Deaf people generally are 
prepared to nod In agreement: yes, this describes an Important part of their 
life experience, however, many hearing people who serve as "brokers" for deaf 
persons In the hearing world — many Interpreters, for example — find the notion 
quite unacceptable and argue bitterly that It Is not true that deaf people are 
forced to dependency by the structure of the hearing world. Perhaps It Is 
more than a coincidence that Interpreters find this Idea difficult, since the 
need for an Interpreter In public situations Is certainly one example of 
Ertlng's dependency constraint. 

The point of this part of my discussion Is that there are two parts of the 
thrust toward dependency for deaf people: one part may come from early and 
continuing experiences that neither foster nor allow the development of auton- 
omy as a "habit" or as a "personality characteristic." The other part of 
dependency Is that which Is embedded In the social structure and which Is 
forced on deaf people even If their characters or personalities are strongly 
autonomous. I want to address both of these aspects of autonomy In my remarks 
today. That Is, what kinds of environments encourage thr^ development of 
autonomous deaf adolescents, and second, what kinds of environments allow 
autonomous deaf persons to exhibit and utilize their Independence after It has 
developed? 

ENVIRONMENTS: HOME> SCHOOL, COMMUNITY 

Encouraging Autonomy at Home . All parents of adolescents have difficulty 
making decisions about how much Independence to allow and what limits must be 
set. For the hearing parents of deaf adolescents, these decisions are made 
more difficult by the frequent absence of fluent communlcaton between parents 
and child, and by the probable Immaturity of deaf adolescents compared to ado- 
lescents without hearing Impairments. The Importance of home communication 
for the development of many skills has been documented again and again. We 
have been told by many researchers and practitioners that deaf children 
growing up In deaf families where communication is easy and fluent have an 
advantage over deaf children growing up In hearing families. I do not Intend 
to dwe'l on this aspect of Instilling autonomy at home. Rather, I would like 
to emphasize another difference that may exist In deaf and hearing families of 
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deaf adolescents. This Is a recognition of the urgent need of deaf people for 
Information, and the lifetime of experience with deafness that helps deaf 
parents to understand more fully the gaps and difficulties In acquiring Infor- 
mation and experience which Is an Inescapable concomitant of deafness. 

Again, Ertlng's long-term anthropological study of Interactions between 
parents and educators In a school for deaf children provides Insights that are 
pertinent here even though her study Involved parents of preschoolers. The 
school In question used a mental health model for working with parents, both 
deaf and hearing. Opportunities were provided for weekly meetings during 
which parents were encouraged and expected to discuss their feelings about 
deafness and their problems In dealing with a deaf child. The deaf parents 
became very Impatient with this approach and Insisted that their primary need 
was not for counseling but for Information. 

(This) was a result of the lifelong difficulty they had experienced 
gaining access to everyday knowledge, much of which Is available only 
In auditory form. They know that Information and knowledge were 
necessary prerequisites for dally decision-making and that the net 
result would be more control over their own lives and those of their 
young children (Erting, 1985:214). 

For the same kinds of reasons, the deaf parents were Insistent that the cur- 
riculum used by the school did not include many of the practical skills most 
Important for their children. They showed a preference for deaf teachers, 
partly because those teachers were willing to deviate from the curriculum 

to teach children what they needed to know In order to survive in the 
world. They needed to know such things as how to buy a pair of 
shoes: that they had to ask for a specific size, and how to ask In 
an acceptable way . . . they also needed to be taught how the system 
works and how to express their desires and questions without 
offending hearing people (Erting, 1985:238). 

One deaf mother recalled the helpfulness of personnel in her residential 
school who had been particularly helpful in telling her not only about how to 
acquire a driver's license, but also in telling her that it was a requirement 
before driving a car on the public highways. 

For a recently reported study (Kiansek-Ky 1 io & Rose, 1985) comparing 
hearing children with deaf children (all with hearing parents) parents were 
interviewed for their responses to the Scales of independent Behavior 
(Bruininks, Woodcock, Weatherman & Hill, 1984). The deaf children were found 
to be comparatively deficient on the cluster of scales labelled "social and 
communication skills." Also, as we would expect, deaf children scored sig- 
nificantly below the hearing children on subscaies labelled social 
interaction, and language comprehension. 

Of more Interest for the present discussion is the fact that deaf children 
were also deficient on subscaies labelled "money and value" and home- 
community orientation." These two scales include Items such as making 
arrangements for a dental appointment, filling out an application form for a 
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savings account, budgeting and banking skills, moving about the community by 
foot, bike, bus, or car, and utilization of facilities in the community such 
as the post off Ice. 



For hear I ng parents , we know that a comb Inat ion of protect i veness for 
their handicapped child and uncertainty about degree of comprehension on the 
child's part leads to an unwillingness to provide opportunities for Indepen- 
dence, beginning In the preschool years. This kind of discomfort in the 
parents, and the cumulative effect on the deaf child can spiral so that in 
adolescence both child and parents can find themselves caught In a vise of 
cumulative helplessness and Inexperience. 

For parents who have been reluctant to allow their deaf preschooler to 
roam around the house without supervision, who have then been reluctant to 
allow their deaf eight-year-old to cross a street in a quiet residential area, 
who have been reluctant to send their deaf ten-year-old to the neighborhood 
store on an errand, the prospect of the deaf adolescent facing the dangers and 
difficulties of the adult world is quite distressing. 

Researchers investigating locus of control in deaf adolescents reported 
that those with deaf parents were more Internally controlled. That is, they 
believed that events were controlled by themselves rather than by others or by 
fate. It was suggested that deaf parents placed greater emphasis on self- 
reliance than did hearing parents. "Certainly such a child-rearing practice 
would encourage greater Independence, leading to a more successful manipu- 
lation of the environment and a belief In personal rather than external 
control" (Koelle & Convey, 1982:778). It is both more difficult and more 
Important for parents of adolescents to provide new opportunities for 
autonomy. When communication Is difficult it may be a great temptation to 
give up and let the peer group run Its course. 

It Is difficult to Improve on the suggestions made by two parents who 
spoke at this conference two years ago. Mendelsohn and Fairchlld urged that 
hearing parents continue working to Improve their communication skills and 
their communication with their deaf children, and that they continue to press 
school personnel and rehabilitation counselors to work with them to encourage 
autonomy In their adolescent children. The concern they expressed about the 
effect of SSI payments on the future autonomy or sense of dependence in young 
deaf people Is well taken. The question of how to balance appropriate help 
with overprotect Ion leading to an expectation of life-long community support 
Is not an easy one to answer, but It needs to be addressed. For parents to 
continue to press school administrators and community agencies to incluc'e the 
family In their planning for adolescents, and to combine with other parents in 
their efforts to foster autonomy will help to make the home an environment 
that facilitates growth and Independence. 

One final thought, which again echoes a point made by Mendelsohn in 1984: 
hearing parents are not alone In experiencing difficulty fostering Indepen- 
dence for deaf adolescents. Just as there Is tremendous variation In individ- 
uals, there Is great variation among families. Hearing parents with hearing 
adolescents will be quick to tell us that finding a balance between granting 
independence and maintaining limits can be difficult and exhausting. Fluent 
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communication Is not the only Ingredient for an environment that facilitates 
autonomy. We need to make sure that we appreciate the strengths in al! 
families and that we do not malce assumptions about individual family units 
based on group research data. There are many deaf families that find granting 
independence very difficult; there are many hearing families that successfully 
traverse the trauma of adolescence. 

Encouraging Autonomy at School . Just as there are wide variations among 
families of any given "type" In provision of opportunities for independence, 
so are there wide variations among schools of any given type in this regard. 
One Important point to make here Is the degree of change that has occurred In 
the willingness of school officials to encourage autonomy on the part of stu- 
dents. This Is particularly true in residential schools. Deaf adults today 
who return to their alma maters barely recognize them because of the amount of 
freedom students enjoy. To Illustrate, I would like to read from the policy 
statement of one State residential school for the deaf, considered to be quite 
progressive. This was policy In the year 1970. 

Dating, as such. Is not permitted. The school provides as many 
opportunities as possible for boys and girls to mix socially. These 
activities ^re necessarily group activities since there are a limited 
number of staff members to provide supervision ... No doubt there 
are many older students capable of behaving themselves at all times 
in unsupervised boy-girl relationships . . . There Is equally no 
doubt that there are students who would not be capable of behaving 
themselves at all times . . . Unfortunateiy , there Is no sure way of 
determining to which group any given student belongs (cited In 
Schieslnger & Meadow, 1972:147). 

School policy has come a long way since this was written. Today there Is a 
greatly heightened awareness of the importance of opportunities for autonomy 
and ^>elf-dec Islon, but also a sophistication on the part of administrators 
about ways of providing these opportunities. 

Policy decisions, efforts of dormitory counselors and classroom teachers 
to Change the social environments over which they preside, and actual program- 
matic Interventions all are part of efforts to facilitate autonomy In deaf 
students today. 

Some Interesting programs Include one called "language for adaptive 
interaction" or "adaptive dialogue" (Gawiik, McAleer, & Ozer , 1976). The 
developers had observed that the students, with limited speech and limited 
competency In language often "function as passive receivers In Interaction 
with others." Frequently students did not have much control over the amount 
of Input, Its rate, or mode. They also observed that children with little 
capacity for adaptive dialogue tended to resort to defensive behaviors In the 
classroom. Including changing the subject, disrupting the class, withdrawing 
and "turning off." The adaptive dialogue was presented In the form of a game 
with younger children, either by a school counselor or by the classroom 
teacher. The process begins when the student Is given Instructions to perform 
a task: 
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student: I don't understand. 
Teacher: OK. How can I help you? 

Student: (has seven choices): Again, please; OR Again, slow; OR 
Write, please; OR Show me; OR Do It with me; OR Talk loud; 
OR He I p me . 

Teacher: Thank you for telling me. 

Control of the environment through the use of language Is a very important 
element of psychosocial development, and one that escapes many deaf children. 
This seemingly simple strategy Is an effort to create an environment to 
facilitate autonomy. wood has talked about responses of deaf children to 
linguistic control by their teachers In the classroom. He has Illustrated the 
effect that linguistic styles have In relieving children of opportunities to 
control their environment (Wood, 1982). 

wood says that teachers who ask a "ot of questions or tell children what 
to say constrain the student's role In the conversation. On the other hand 
teachers who tell the children about their own Ideas or simply acknowledge 
what the students are telling them leave the students free to participate on 
their own level . 

High control from their teacher goes hand In hand with short, often mono- 
syllabic utterances from children. It inhibits children from spontaneously 
elaborating on the topic . . . and from asking questions . . . Children also 
ask more questions, introduce more new topics and generally take a more active 
role In the dialogue when teachers are low In control (Wood, 1982:89). 

Enabling Autonomy ;n the Commun' ty. The final environment to be included 
in my discussion this morning is that of the wider community. Adolescents are 
looking ahead to the adult world from their sheltered positions in the family 
and at school. For deaf adolescents, the shift from these sheltered environ- 
ments to those where they must assume responsibility as adults may be more 
extreme than It is for hearing adolescents with more experience. Although we 
can hope that young deaf people are prepared to live and work Independently 
when their education is complete, it Is important for parents, educators and 
deaf community leaders to continue work toward opportunities for them to prac- 
tice their Independent skills. 

There are any number of possibilities for changes in the organization of a 
world arranged for the convenience and the capabilities of the hearing popu- 
lation that would make autonomy more possible for those wholly dependent on 
the visual sense. Although we should not feel that the work Is done there has 
been enormous progress In the provlsljn of environments conducive to autonomy 
for deaf adults in the past 20 years. By taking a brief look at these 
changes, and how they have come about, we may get additional clues In how to 
proceed for the future. 

Here are some of the changes which seen to me to reflect "progress" in 
provision of opportunities for autonomy for deaf persons: 
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Increased numbers and kinds of opportunities for advanced educa- 
t Ion. 



2. Increased Interest In sign language. 

3. 'ncreased availability of sign interpreters. 

4. Technological advances leading to closed captioning of television 
programs, new telephone communlcat ion possibi I 1 1 ies, computer 
communication, etc. 

Many of these changes have come about because of concerted efforts in the deaf 
community, spearheaded by deaf leaders. These are the most valuable kinds of 
activities — not only do they represent autonomous activity, I believe they 
have a "snowball" effect In supplying role models for youriger deaf persons who 
can be proud of the leadership exhibited by members of their group. Thus, one 
way to encourage autonomy for deaf persons In the broader society is to sup- 
port actions by deaf persons themselves rather than looking to hearing people 
to provide that leadership. One aspect of this Increased leadership activity 
within the deaf community, and the growth of movements for "deaf pride" is an 
increasing militancy and a tendency to exclude hearing people from the inner 
circle. For those of us who do not have deaf chli':!rert, this can be seen as a 
sometimes uncomfortable, but nevertheless welcome development. For hearing 
people who have deaf children, this can be a painful ordeal. Hopefully we 
will see Increasing ways of maintaining autonomy while also maintaining Impor- 
tant family and mutually beneficial ties with the hearing community in the 
years ahead. 

The Increase in opportunities for both undergraduate and graduate educa- 
tlon In recent years Is one of the most striking changes. Not too long ago, 
Gallaudet University was almost the only place where deaf persons might obtain 
postsecondary training. The creation of the National Technical Institute for 
the Deaf, the Leadership Training Program at California State University, 
Northrldge, and at Seattle Community College are Important additions. The 
most recent edition of College and Career Programs for Deaf Students published 
by Gallaudet University and NTID lists almost 150 postsecondary opportunities. 

The role of Gallaudet University in progress toward autonomy for deaf per- 
sons Should not be minimized. Despite the early paternalism (which sometimes 
continues) Gallaudet has served as the training ground and rallying point for 
many highly talented deaf persons. Many deaf Gallaudet graduates are among 
those who organized important educational, cultural, social, and practical 
activities; nurtured a sense of pride, self-esteem and group identification 
and provided leadership in the field of deaf education. 1 believe that the 
existence of Gallaudet as a separate or "segregated" Institution led to later 
events providing deaf high school graduates a broader range of educational and 
occupational choices. 

Much of the legislation and many programs on behalf of deaf persons has 
been advanced through Gallaudet channels. Sign language training programs 
have provided a growing number of interpreters, thus giving broader access to 
many services and activities for many deaf persons. Gallaudet University 
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Itself Is a microcosm of changes in attitudes about and opportunities for deaf 
persons. For example, In the late 1800's, Alexander Graham Bell testified 
before the U.S. Senate against establishment of a teacher training program for 
students with normal hearing at Gallaudet University on the grounds that the 
university would also accept deaf students Into the program (Moores, 
1982:22-23). Nevertheless, Gallaudet did not accept deaf students Into the 
graduate school until the 1960'S, a reflection of the speed with which changes 
have come In outloolc and attitudes as well In opportunities. 

Increasing Status of Sign Language . Enmeshed with the positive visibility 
provided by many deaf community leaders has been the Increasing visibility of 
sign language In the U.S. Today there is hardly a junior college or adult 
education program that does not offer at least one course In sign language. 
Some high schools Include sign language In the curriculum. Presidential can- 
didate J my Carter used a sign Interpreter during 'iis nationally televised 
acceptance speech at the Democratic national convention In 1976. A number of 
universities accept sign language proficiency to fulfill a foreign language 
requirement for the doctorate degree. Many television stations employ sign 
language Interpreters for locally produced TV programs. 

How did these changes come about? The role of research on sign language, 
pioneered by William Stolcoe and his colleagues, beginning about 1960, lent to 
American Sign Language a respectability It had previously lacked (e.g., 
Stolcoe, Caster line, & Croneberg, 1965). Secondly, the work of Geriiee 
Gustason (Gustason, Pfetzing, & Zawolkow, 1972), Harry Bornstein (1982) and 
others In creating artificial, English-based sign systems helped overcome the 
resistance of hearing parents and educators to the use of sign language with 
younger children. Again, research on the use of sign language with various 
populations was a contributing factor to Increased acceptance, as was the 
political activity of hearing parents who wanted sign as an option fcr their 
Chi Idren. 

Third, I would cite the work of the National Theater of the Deaf, which 
used American Sign Language, and was seen as an art form not only In the deaf 
community, but by hearing theater-goers as well. The NTD, of course, was 
funded by the federal government, through the creative leadership of an 
energetic and sympathetic friend of deaf people, Mary Switzer. 

Another development contributing to change was the passage of Section 504, 
requiring equal access to public buildings and functions for all handicapped 
groups, which was Interpreted successfully by deaf people to mean that 
Interpreters must be provided for them. Organizations of deaf people Joined 
together with representatives of other handicapped groups to form a larger and 
more powerful lobby to effect this law. 

Each of these developments has contributed to Increased public knowledge, 
acceptance, and visibility of sign language which In turn leads to a greater 
acceptance of deaf people and to a general climate of opinion allowing for 
Independence and autonomy for deaf individuals. It Is these kinds of develop- 
ments which must continue to take place If there are to be Incerasing oppor- 
tunities for autonomy for deaf adolescents as they grow toward adulthood. The 
reason for cataloging past progress at some length here this morning Is to 



Illustrate the interaction and the interdependence of many strands leading to 
social Change. i see, in the recent past, the strands of increased oppor- 
tunities for education, growing leadership by deaf people of deaf people, 
lobbying for legislative progress, research In a variety of areas, a spiral of 
achievement leading to more achievement. Of major Importance Is the ability 
and the willingness of deaf people to lead the struggle for themselves, but 
also their willingness to accept the support of hearing parents and friends in 
their flQ.*: for more autonomous participation in social and community life. 

All our efforts toward providing environments which facilitate autonomy in 
deaf adolescents are eventually aimed at a single goal of enabling those ado- 
lescents to function independently, productively, and happily in their com- 
munities as they reach adulthood. A top priority, then, should be working to 
prepare an accepting community which will receive the contributions they will 
be ready to make. 



(Some material In this final section was adapted from Meadow-Or lans, 1986). 
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DIALOGUE IN MANY WORLDS: ADOLESCENTS 
AND ADULTS-HEARING AND DEaF 



HILDE S. SCHLESINGER 



"tell me how bear you so comfortably the arrogant conduct 
of maddening youth? Had I too not once behaved unoearably. 
They would be unbearable in truth." 

Goethe 

ADOLESCENCE THROUGH THE CENTURIES 

Adults remember their past adolescence with joy. pain, and amnesia; they 
view their present adolescents with joy or with envy for their beauty, 
freedom, strength, and opportunities. They usually heed the advice "Adults 
must face it. adolescents are here to stay." (Anthony. 1969) but they do so 
with enough ambivalence that adolescents have usually been given a bad name. 

Socrates. 2500 years ago. commented on their love for luxury their 
demonstrations of bad manners, their contempt for authority and disrespect for 
adults, he complained about their hanging around gossiping, monopolizing con- 
versations, tyrannizing their teachers, and eating gluttonously. 

Anna Freud captured the extremes of ambivalence presented by adolescents: 
they see themselves as the center of the universe and as the sole object of 
interest, yet they are never more capable of self-sacrifice and devotion. 
Passionate love relations are as abruptly started as broken; the youth are 
equally possessed by enthusiasm for life in the community and a longing for 
solitude. They can demonstrate submission and blind obedience to a chosen 
leader or defiant rei^eiiion to any authority. Selfishness and materialism 
alternate with idealism, esthetics with sudden. Instinctual, primitive 
Indulgence. I Ighthearted optimi'-'-n with black pessimism, and indefatigable 
enthusiasm with apathy (Freud. 1964 cited In Eksteln. 1973). 
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Anthony focused on the conflicts: "The adolescent will be seen as a vic- 
tlmlzer and victim, as dangerous and endangered; as sexually rampant requiring 
restraint and as sexually inadequate needing encouragement; as emotionally 
maladjusted crying out for treatment and as emotionally free emitting a breath 
of fresh therapeutic air onto stale adult conflicts; as an enviable object to 
cut down and as a repository of the adult's unfulfilled ambitions to be built 
up; as a redundant family member to be extruded with as much haste as decency 
will permit and as a lost object to be mourned in passing" (Anthony, 1969, p. 
55). 

THE WORLDS OF ADOLESCENCE 

The dictlonar- states that adolescence means becoming an adult anywhere 
from puberty to maturity, thus including all chronological and many psycho- 
logical adolescents Some parents, some adolescents intrans igent I y accept and 
live only In one world and exclude all others. Ideally, all parents and ado- 
lescents live In two worlds. In the world of adolescence and that of 
adulthood. Ideally, If parents or children, or both, are also deaf they will 
live In four worlds, adding the world of hearing and the world of deafness. 

THE TASKS OF ACOLESCENCE 

The tasks of adolescents are complex. They are to master their past in 
the present and to become ready for their future. Thsy are to achieve "An 
Intact self system [which] is achieved when gratifications from the 
appropriate experiences and mastery of tasks of any developmental period pro- 
duce adequate self-esteem" (Cohen & Baiikov, 1974, p. 220). They are to 
become emotionally sound, ethically responsible, and cognitively rational 
human beings with tiie human characteristics of commitment, loyalty, and 
fidelity. They need to work through developmenta I I y appropriate conflicts and 
learn to regulate more and more of their lives. 

They need to cope with the new sensations, new desires, and faitasies 
surging at puberty. Coping refers to both control and self-regulation and 
free expression of sexuality and aggression when appropriate. Aristotle indi- 
cated that, "Anybody can become angry-that Is easy; but to be angry with the 
right person, and to the right degree, and at the right time, and for the 
right purpose, and In the right way-that Is not within everybody's po^er and 
It is not easy." A similar phrase might be forged for sexuality. 

Typical adolescents need to define, redefine, and refine the sense of 
self. We witness at adolescence a second step In Individuation; the first one 
having taken place toward the end of the second year. In both there Is a 
fateful distinction of self and non-self. The boundaries of this self need 
careful scrutiny as the archaic fears of engulfment or abandonment resurface 
even In youth who have traversed the first crisis successful ly. The 
"aaoiescent Is caught between the past and the future, between childhood and 
adulthood. Just as the Infant Is caught between a symbiotic relationship and 
autonomy" (Deutsch, 1944 cited In Masterson, 1976, p. 48). 

In adolescence, youth resist, rebel, and experiment in order to define 
their self, their very individuality. After each experiment, each resistance 
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or rebellion they Incorporate or extrude some aspect of Individuality. Each 
youth now says, "'This Is me or mine', or 'This Is not me' [which] represents 
an Important step In the achievement of Individuation and In the establishment 
of autonomy; at an earlier age. It Is condensed into a single word-'No'" 
(BIOS, 1962, p. 12). The child's early self was simple and mirror-like; it 
was defined by others. The adolescent's self is a kaleidoscope of brMliant, 
dancing fragments of stained glass coming from numerous models and experi- 
ences. New fragments are discovered, extruded, reintegrated and represent 
shifting values, ethics and goals. 

In early adolescence, there is near total preoccupation with independence 
and autonomy. Once this urgency is diminished, other concerns emerge: com- 
mitment to self, to friends and Intimates, to goals, to the wider community, 
and to posterity. Many parents breathe a sigh of relief: finally the quest 
'^r autonomy Is associated with appropriate responsibility. In general, atti- 
tudes towards the self include a willingness to be one's self, an effort to 
become more truly one's self and a conviction that one's self is worth being 
(Joint Commission, 1973, p. 222). 

Adolescents observe the world around them with critical scrutiny and with 
a new range, agility, flexibility and adaptability of mental processes leading 
to increased ab 1 1 I ty for systemat Ic think Ing , and to the construct Ion of 
ideologies, Utopias, and models of reality. They develop a greater sense of 
historical perspective with Increasing sallency for the distant past and the 
far-flung future. 

During the process of observing the world they occasionally find radical 
discrepancies between parental edicts and parental behavior. such discrep- 
ancies have been associated with delinquent, asocial behaviors (Bettelheim, 
1985). Adolescents travel from compliance or rebellion, from the Intransigent 
rule-bound conscience of childhood to a more tempered conscience, a more 
articulated and complex hierarchy of values, and an interest In becoming 
"a-best-self . " 

Adolescents need to know that the present Is for their benefit, that use- 
fulness will be defined by their terms, that their plans for their future are 
theirs alone and are not made by others. Unless their decisions become the 
accepted alternatives and those of others are precluded, the goals of others 
w»ll be fought. Adolescents' commitment to tasks results In achievement of 
competence In work and play with or without full societal approval. As ado- 
lescence ends, the gap between grandiose purpose and puny accomplishments that 
characterizes many adolescents Is narrowed, and the adult is now able to turn 
to the fulfillment of specific tasks. 

Once Identity Is established. Intimacy can follow. New relationships, new 
expectations will become crucially Important to the adolescent and will reveal 
the "Impossibility of achieving within [the] family any complete or lasting 
satisfaction of . . . new Impulses, values and cognitive abilities [which] 
serves to propel the adolescent away from . . . family toward friends, peer 
groups, and-eventual ly-toward adulthood" (Joint Commission, 1973, p. 219). 
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THE OPPORTUNITIES 



Whether opportunities will be available to youth as a whole or to any par- 
ticular ^outh depends on historical times. Will there be limitless oppor- 
tunities forcing a difficult choice or will there be condemnation to 
rejection, Inferiority, and exclusion due to individual or group scapegoat i ng? 
The latter m;»v force the youth to internalize the negative ascriptions made by 
the majority culture or to lash out violently against them. 

SUCCESS OR FAILURE 

Will there be success or failure in adolescent development? Much depends 
on the successful achievement of earlier developmental tasks. However, ado- 
lescence, unless irreparably flawed, can repair formerly flawed development. 
Successful passage through adolescence is promoted by opportunities for 
achievement and is undermined by forces that convince youth of worthlessness 
and Inadequacy or that deprive them of realistic avenues for achievement, 
snjoyment and dignity. 

The healthy adolescent, as summarized by Bow I by from varying studies 
(1973), demonstrates a simple directness of developmental pathways, a yrad- 
ualness of changes in the growth of personalities and in the environment in 
which they have grown, and by an almost complete absence of stress, conflict 
and disappointment (Grinker, 1962 cited in Bowlby, 1973, p. 347). The best 
adjusted students In another study, "were plainly having the best of two 
worlds, being self-reliant In college yet enjoying increasing intimacy with 
parents during their vacation." 

Others were not that fortunate. Some are "holding together like orphans 
in a storm, merely playing at the game of maturity . . . [while] others fail 
and remain symbolically attached to their families, through the fantasied 
family" (Williams, 1973, p. 326). Some Join cults in an attempt to ease 
separat ion-indl V Iduat ion from their symbiosis. Others can only say 'yes' to 
what feels good, 'no' to whatever lowers self-esteem. A 'maybe' doesn't exist 
because they live exclusively for the moment (Bios, 1976). 

Some adolescents grow distant or hostile to their parents, while others 
show "little ability to stand on their own feet or to organize their own 
lives" (Hamburg and colleagues, 1963 cited in Bowlby, 1973, p. 349). 
Psychopathology develops and yet other adolescents demonstrate findings simi- 
lar to those described in 51 borderline adults (Grinker, et al., 1968 cited in 
Masterson, 1973, pp. 243-244): defects in affectionai relationships, absence 
of indications of self-identity, with depressive loneliness and anger as the 
main or only affect. The psychological features of borderline youth, as 
described by Masterson (1980), include six overwhelming feelings: depression, 
anger, rage, fear, guilt, passivity and helplessness, emptiness and void. 

Some of the youth have given up attempts at relationships but continue to 
react negatively towards the environment. Others move towards or away fjom 
contact with others and do so Incessantly, angrily or with depression. Some 
not only give up on relationships with others but on identity itself; they sit 
In an empty world, passively awaiting cues from others. Lastly, some seek the 
lost symbiotic relation; their depression is deep. 
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Another failure, less noxious than the one above, occurs when parents skip 
a vital, nonverbal developmental phase at the time of the establishment of 
primary Identity (Herford, 1969). This refers to the body sense, the primary 
body Image, when the physical relationship with mother and the sense of orien- 
tation In the world of space are achieved. This development precedes the ver- 
bal stage and encompasses many human skills which precede skills In language 
and speech. Many of us think primarily with our bodies and hands and others 
of us are able to shift gracefully from skills In the verbal and nonverbal 
area. This Is more true of Americans than of o I J--f ash ioned European Intel- 
lectuals who boasted about their refusal to use hammer and nail, even zt times 
of great need. Modern youth Is more able to combine verbal with the nonverbal 
skills Of elementary drama, mime, painting, pottery, and craftwork. Skills In 
these latter forms of expression may be described as physical literacy, and 
must precede verbal literacy or Its potential atrophies. Two unfortunate out- 
comes spring from vicissitudes In this development. "The verbal stage must be 
approached through the nonverbal; as a result of omission, or faulty ti.ning, 
many young people leave school crippled In the capacity to use their nonverbal 
talents and are cur*»d of any desire to learn. They have opted out from educa- 
tion and are unable to use leisure creatively. Frustrated In communication, 
it Is not surprising that they show aggression, passivity, or delinquency. On 
the other hand, many highly verbal children are often channeled too soon away 
from nonverbal modes of expression. Verbally literate, they are often physi- 
cally Illiterate or even dumb (Herford, 1969). 

This anxious Insistence on verbal skills c^curs frequently with hearing 
p;»rents of deaf children. Sadly, this early emphasis on verbal, or vocal 
skills for deaf children may rob some of physical literacy. Just as the pessi- 
mism regarding their verbal skills may rob some of verbal literacy. 

Some other deaf adolescents resemble disadvantaged youth described by 
Kohen-Raz (1974), who found that their major sources of maladaptat ion were an 
external sense of control, a cognitive misconception of social and physical 
reality, and difficulties coping intellectually with the tasks and challenges 
of modern social and vocational life. The lament that follows may ring a bell 
in the mental health worker with deaf youth- their problems "cannot be solved 
by psychotherapeutic intervention, unless In addition, and perhaps mainly, 
. . . cognitive handicaps are treated or eventually prevented" (Kohen-R:z, 
1974, p. 153). 

THE DEVELOPMENT AND TASKS OF PARENTS 

An intact self-sv*5tem Is achieved when gratifications from the appropriate 
experiences and mastery of tasks of any developmental period produce adequate 
self-esteem (Cohen & Bolikov, 1974, p. 220). Mature love Is achieved when the 
T.otivatlons and differences of others are respected without being experienced 
as an assault on self-esteem. Both parents and adolescents are traversing a 
developmental stage, it is to be hoped—a different one. Can parents accept 
divergent developments with grace, can adolescents evaluate parental dif- 
ferences with equanimity? 

The ability to experience differences from others with equanimity appears 
to be related to a healthy self-esteem. Bertrand Russell (remembered from a 



radio program long ago, but filtered through memory) stated that "If I think 
that I am a beautiful peacock, I can appreciate the beauty of other peacocks 
around me. If I don't see myself as a beautiful peacock, the beauty of others 
will repulse me." The ability to accept the autonomy and growing strength of 
others (Including one's chi'dren) Is related to a sense of autonomy and 
control. Russell could have added "If I see myself as weak. It will threaten 
me to see the power of others." This Is Important because the core of 
autonomy achieved by adolescents Is Influenced by their parents' expectations. 
An adolescent . . . perceived as sick. Incompetent, too weak for life, Imma- 
turely dependent, too Insecure . . .will become more easily paralyzed and 
deterred from separating himself than [one who] Is seen as bad, mischievous, 
and \rouble making. "Perceptions of 'badness' Interchange, although implying 
dire anticipations of future failure, give the adolescent leeway for separ- 
ating himself from his parents via rebellion and defiance" (Stieriin, 1977, p. 
185). 

In the first separat lon-l nd I v Iduat Ion process towards autonomy some 
mothers cherished the Infant's unfolding individuality, others were threatened 
by it. A similar dynamic occurs in the adolescent separat ion-lndi viduat ion 
process and the threat of emerging individual ll> again Interferes with 
powerless mothers' ability to provide support. Children of these mothers have 
often learned early to disregard their potential for autonomy In order to keep 
the flow of maternal supplies Intact. Later as adolescents, they perceive the 
threat that growth presents to their parents and react with confusion to this 
parental helplessness. They may demonstrate a desire to be expelled, to be 
forced to do things, all actions which eliminate their need to take indepen- 
dent actions that so threaten their parents. Frequently, a generational 
reversal occurs and helpless parents attempt to elicit succor from their 
help less ch 1 Idren. 

Who are the parents who feel themselves to be beautiful, autonomous 
peacocks? it is likely those who had a positive solution of earlier develop- 
mental tasks. The earliest task for parents Is to have the fortune or fore- 
sight to have chosen parents whose Infancy was felicitous and who have built 
up an expectation of a benign environment. Such a background tends to facili- 
tate early parental tasks which Include the capacity to put the Infant at 
ease, the ability to understand the Infant's language and the psychological 
readiness to nurture and to promote growth. Somewhat later. In toddlerhood, 
parent** in general need to support the action of their toddlers. Parents of 
adolescents need to affirm them In their development, to do so with support 
yet not to smother, to continue protective parenting, and to initiate lettlng- 

go. 

Effective mothering includes the ability to perceive the needs of children 
and to legitimize them In spirit. In reality It can mean to fulfill needs if 
appropriate, to substitute If possible, to avoid multiple temptations and to 
refuse their gratification with explanations If necessary. 

Empathic relatedness with growing children always "requires a reworking, a 
renegotiation of relationships" (Cohen & Ballkov, 1974, p. 219). in latency, 
parental values and Ideals are still easily Imposed upon the child and parents 
are able to preserve a sense of power. In adolescence, parental Ideals are no 
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longer automatically cherished and all parents experience a loss of grace, a 
dethronement. Problems can abound. For example, In order for "empathic com- 
munication to remain stable, parents must be able to feel prideful even when 
the adolescent offspring Is In a state of hostility" (Cohen & Balikov, 1974, 
p. 222). 

Parents are affronted because adolescents want to be different from them. 
They forget that adolescents also want tc be different from children, and that 
they are as "deeply engaged In delineating their Identities as in revolting 
against authority" (Anthony, 1969, p. 76). 

Some parents disengage and/or abdicate from their adolescents in order to 
flee from their feelings of helplessness which seriously lower their self- 
esteem (Cohen & Ball^ov, 1974, p. 221). Other parents engage In overprotec- 
tion which ultimately serves the purpose of keeping the child dependent thus 
averting the separation trauma for all (Derdeyn & Waters, 1977). Some parents 
bind, tie, and lock the adolescent to the family. Binding car. occur on the 
dependency level when parents Indulge Immature wishes (id binding), or In the 
cognitive arena (ego binding) where parents :nystify children about their 
feelings, needs and wants. Lastly, parents produce "superego bound children 
who are prone to suffer Intense primitive 'breakaway guilt' that operates 
often unconsciously and gives rise to acts of either massive self-destruction 
or heroic atonement" (Stierlln, 1977, pp. 212-214). 

In general then. If parents of adolescents are living a life of general 
satisfaction, they will be able to enjoy the transition of their adolescents 
to adulthood. If they sense their own life a failure, they may envy the 
strength, beauty, freedom, and opportunities now available to their children. 
Parents and children will maintain a wary distance from each other, each 
defensively preoccupied with the other's shortcomings. They will be virtually 
lost to each other as emotional resources" (Derdeyn & Waters, 1977, p. 181). 

How can parents react to provocative self-assertion accompanied by 
childlike requests for succor? How can they promote autonomy in a child 
deemed unready? How can they react to clinging, to silence or avoidance? 

I'i may be possible to find creative ways to help parents to accept the 
ambivalence with which adolescents greet the world. Deafness, so far, was 
mentioned only briefly and the above vicissitudes apply to all adolescents and 
their parents. What additional difficulties may occur when the adolescents 
are deaf and the parents hearing? 

"HEARING'* AND ''DEAF" WORLD AT ADOLESCENCE 

The "majority" world for the parent who hears represents the well-known, 
the comfortable, the expected, the non-analyzed world of their childhood, and 
the world that they expected to share with their offspring. This same world 
for the deaf adolescent Is associated with a myriad of feelings. It may be 
the envied world of those who can easily speak, or the fearful or despised 
world that punishes those who are ulfferent, or do not speak. This world may 
be seen as one of Isolation, of absent dialogue, as a world that fosters 
dependence; It Is a world to be fled or to be shared. 
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Usually when parents and children belong to different cultures, parents 
have elected, or have been forced, to leave their original homeland. Hope 
that their children will fare better In the new land has guided their steps. 
Most hearing parents did not choose deafness for their children nor do they 
know the deaf culture and the hope for their deaf children is tremulous. 
Although some hearing parents have tentatively explored the deaf world and 
have felt comfortable therein, many continue to see that world as one with a 
different tongue or hand, as one that steals their young. The deaf youth, 
however, on encountering the deaf world and its culture, frequently finds that 
s/he has, at last, come home especially if no genuine roots had taken ground 
elsewhere in earlier years. 

Dr. Meadow referred to roots and wings as the greatest gifts that parents 
can provide their children. I should like to add that deaf children early on 
need roots from their hearing parents and from the deaf community. Stronger 
roots appear to lead to more effective wings with which to soar and fly from 
world to world. This seeming paradox also exists in infancy where more 
securely attached infants are more free to explore intensively and at greater 
distances from their mothers than their less securely attached peers. Some 
parents are able to provide strong roots to their children and to accept their 
Children's roots In the deaf community. 

ADVANTAGED PARENTS OF DEAF ADOLESCENTS 

In our multimodal contact with hearing parents of deaf children as 
colleagues, patients or research subjects, we found that all of them had tra- 
versed the diagnostic crisis. Some of them, however, were advantaged, not so 
much through status as through the achievement of a quiet conviction that 
their Children could develop roots with them and that the transmission of 
their values and language need not be inculcated with anxious insistence fed 
by doubt and fear o^ failure. They believed that deaf children could learn 
the skills of the hearing and the deaf world. These parents' background was 
generally felicitous, their generativity had been nurtured by earlier life 
experiences, and had not been eroded by experts as often happens with parents 
of Children who are seen as needing special help (Sch lesinger , 1987). 

THE WOUND OF SOME HEARING PARENTS 

On the other hand, many parents of deaf and other disabled children are 
wounded. The birth of their "different" child tugs at their self-esteem, and 
experts often usurp parental roles, and make them feel less in control. 
Anthony predicts major difficulty springing from a disability: 

the ensuing narcissistic development of both parent and child. The 
injury to the parental self is severe and well out of proportion to 
the defect as assessed by others. The injury is inevitably trans- 
mitted to the Child as part of his self development. Grandiosity is 
inevitable for the chi Id who can injure the parents simply by 
existing. Thus the child who can make his or her parents feel impo- 
tent leads a grandiose self-existence (Anthony, 1976, cited In 
Buchholz & MIshne, 1983, p. 129). 
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"Probably, the most powerful and convincing way to investi- 
gate any psychological phenomena is to try and change it" 
(Loevinger, 1976, p. 452). 

Some of the saddest and most joyful phenomena observed in interactions of 
hearing parents and thelt deaf children were the Interchanges at adolescence. 
Some were strained Interactions with a paucity of meaning, others were rich 
and joyful dialogues, there were too many of the former and too few of the 
latter. Parents' and adolescents' comfort with and skills in the worlds of 
the other need to flourish. 

For years I pondered, as do many others, what contributes to and what are 
the antecedents of deaf adolescents' academic success? The degree of hearing 
loss, intelligence, and the parental socioeconomic status did not fully eluci- 
date the dilemma. Eventually, I remembered my participation in a study of 
adjustment of immifrant children, the outcome of which was shared with us: 
"The worst adjusted among you are those who totally reject either your old or 
your new country, the best adjusted of you are those who are positively 
oriented towards both cultures." 

The ability to love and respect both the old parental world of origin and 
the new world, be it that of the immigrant child or the deaf child of hearing 
parents, augurs well for development. Reciprocal and circular relationships 
exist between the ability to love and be loved by society and the ability to 
acquire competencies valued in both worlds. 

THE WELL FUNCTIONING PARENTS 

We have previously indicated that there are parents of children who are 
fortunate, their background permits them to function well. There are also 
parents of deaf children who function well, in contrast to parents who func- 
tion less well. Perhaps, they were not wounded as deeply or their wounds 
healed well. They felt in control of their parenting. What do they do dif- 
ferently? Which of their behaviors lead to competency and exhilaration and 
which lead to .allure and despair for themselves and their children? 

INGREDIENTS OF OPTIMAL LEARNING DEVELOPMENT 

Feuerstein describes the optimal learning environment, one that will lead 
to high functioning in adolescence, as one where a responsive adult is inter- 
posed between the infant/child and the stimuli of the environment. This adult 
mediates and provides "the organism with modalities of selecting, focusing and 
grouping objects and events" (1977, p. 366). Vygotsky (1978) also stressed 
the Importance of the guiding adult. He noted that there were functions in 
children "that have not yet matured but are in the process of maturation, 
functions that will mature tomorrow but are currently in an embryonic state 
. . . They could be termed the 'buds' or 'flowers' of development rather than 
the 'fruits' of development" (Vygotsky, 1978, p. 86). The guiding adult is 
aware of "the zone of proximal development ... the distance between the 
[child's] actual developmental level as determined by independent problem 



21 ^ 



solving and the level of potential development ac determined through problem 
solving under adult guidance or In collaboration with more capable peers" 
(Idem, p. 86). The guiding adults thus help the buds to develop. Less 
guiding adults only address the fruits of development or go much beyond the 
buds either causing boredom or avoidance. Other authors stress the need for 
adult dialoguers (Bruner, 1983; Blank, 1975; Cazden, 1976; Vygotskv, 1978). 

Academic performance for all children has long been postulated to be asso- 
ciated wl th certa In parental character 1st Ics , usua I ly those d I f ferent lat ing 
advantaged and disadvantaged parents. Most of the crucial variables have been 
related to socioeconomic variables such as Income, maternal schooling, the 
number of books In the home, and a number of other features more likely to be 
found In the nome of the advantaged. 

Not all socloeconomlcal ly disadvantaged mothers do poorly by their 
children. Most modern authors believe that all parents want to do well by 
their children. Sometimes they succeed and sometimes their very Insistence on 
success translates Into drills with their children leading to failures. For 
surely, minority mothers and mothers of deaf children do not contribute to the 
failure of their children through disinterest as their vocal yearning for the 
children's academic success attests. In minority mothers It Is much more 
probably attributed to a lack of access to resources, a possible amblvalen^^e 
about their culture and language, and an "Interactional style that may not 
prepare students for typical teacher/student Interaction patterns in the 
school" (Cummins, 1986, p. 22). In mothers of deaf children It may be 
attributed to their yearning for sharing the same world as their children and 
their ambivalence about the culture (with-lts-dlfferent-language) that their 
ch I Idren may enter . 

Recently, It has been stressed that parental dialogue features influence 
the eventual cognitive outcome of their hearing children. However, many 
questions have been raised as to the directionality of high quality maternal 
dialogue, does a poorly functioning child elicit "low level" maternal 
language, or does such language on the part of the mother produce a poorly 
functioning child? A number of authors postulate that mothers of "different" 
toddlers use more imperatives, fewer questions and fewer present, past and 
future markers in order to accommodate to the child's delayed language 
development, and therefore that the child's language provokes the mother's 
language (summarized in Leifer & Lewis, 1983; Gieitman, Newport, & Gieitman, 
1984). 

An alternaiive explanation is that certain mothers promote optimal dia- 
logue with children in general, even when confronted by children with delayed 
language development. A number of authors believe that mothers with a sense 
of power and ability are more likely to engage In optimal dialogue and that 
the linguistic encoding of control stances may be responsible for their dif- 
fering dialogue stances (Bee, Barnard, Eryes, Gray, Hammond, Spietz, Snyder, & 
Clark, 1982; Brown & Giiman, 1972; Bugenthai & Shennum, 1984; Harris, 1983; 
McClelland, 1975; Schachter, 1979; Slaughter, 1970, 1983; lizard, 1974). 

Power is a word that frightens. It has even been said that power corrupts 
as It makes it "unnecessary for Its wieider to respect and appreciate the 
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needs of other persons" (Lord Acton cited In Stierlin, 1977, p. 65). 
Power lessness surely corrupts more as the powerless make futile attempts to 
gain what seems an unobtainable sense of control. Indeed, I have postulated 
that power lessness leads to disturbed parent-child power relationships and to 
controlling, non-mediating parental stances, which In turn impair the 
discourse aspects of their children's language acqi isition, stifle their moti- 
vation, inhibit their autonomy and eventually result in their lower school 
performance (Figure 1)(Schlesinger , 1987). 

Academic achievement wh ch is depressed by a sense of power lessness is 
positively correlated with a sense of control. Twenty years ago, the Coleman 
Report (Coleman, et al., 1966) found that a sense of control of the environ- 
fnent within the chi Id accounted for more of the variation in academic achieve- 
ment than any demographic or school variable. 

-ay, Cummins (1984, 1986) presents impressive data that empowering 
stances within society also promote academic achievement. Some striking 
examples are demonstrated by the differential academic performances of Finnish 
and Burakumin outcast students who fall in surroundings that define them as 
low-status, (e.g., Sweden ana Japan) and succeed in surroundings that place 
them on a higher level: Australia and the United States, respectively 
(Troike, 1978, cited in Cummins, 1986; Ogbu , 1978). Black soldiers in post 
war Germany were more successful with the phonology of Bavarian German than 
they were said to be with the phonology of formal English. The lesser fre- 
quency of their exposure to Bavarian German was less important than the 
respect demonstrated to them by their local German women instructors/friends 
as compared to the frequent lack of respect on the part of the prior inculca- 
tors of formal English. This latter phenomenon may also account for the 
acquisition of hitherto unknown English syntactical features after deaf stu- 
dents left school (Schlesinger , 1982). 

Parents who are seen as low-status by others can learn to not Internalize 
this view. For empowering stances within parents are also crucial for the 
eventual academic success of their children. 

An interesting relationship between a sense of control, self-esteem and 
respect for multiple worlds is spelled out by Cummins (1986). He summarizes 
the work of several authors, his own construct of "bicultural ambivalence," 
Ogbu's construct of "caste" (1978, 1982) and Feuerstein's construct of 
"disruption of cultural transmission to the next generation" (Feuerstein, 
Hoffman, Re imer-Jensen , & Rand, 1985). Cummins stresses that all these con- 
ceptualizations elucidate that "widespread school failure does not occur in 
minority groups that are positively orienteu towards both their own and the 
dominant culture, that do not perceive themselves as inferior to the dominant 
group and that are not alienated from tneir own cultural values" (p. 22). 

This theoretical orientation permits the depo I i t i zat ion of poor achieve- 
ment, found In disproport lonal ly high numbers, in certain groups as it elimi- 
nates any ethnic, cultural, economic or "disabled" pejoratives. It permits 
Instead the concept of parents who live under pejoratives from self or others 
and who provide a similar communicative environment to their children. The 
status of being "advantaged" for children's academic success may therefore not 
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Power, Communication, and Achievement 
From Monologue to Dialogue 
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be associated with economic status as much as with a psychological issue, the 
view of oneself In the world. 

OPTiMAL DIALOGUE WITH PARENTS 

"We See Only What We Know" 

Goethe 

"To Look at Phenomena so Long Until They Seem to Tell the 
Story by Themselves" 

Charcot 

Our longitudinal study adds corroborative evidence to the above. First we 
have evidence (Sch leslnger , 1986) that parental dialogue strategies with deaf 
children also Influence their academic achievement. Secondly, we note that as 
the "achievement" dichotomy of class belonglngness disappeared, since the 
parents were middle class the dialogue features of mothers of successful and 
less successful youngsters sprang forth. Mothers of the more successful 
youngsters (from toddlerhood on) used strikingly different dialogue strategies 
than did the mothers of the less successful youngsters. The mothers (and the 
occasionally available fathers In our study) of the academically successful 
adolescents had been significantly more responsive to their offspring, 
repeated their toddlers more often and themselves less often, and asked more 
genuine questions of their children than did the mothers of the less success- 
ful adolescents (Schleslnger , 1982; Borchert, 1984). 

These latter mothers appeared to join, and remain In, the perceptual world 
of their children. Through latency, they continue to label—through nouns-- 
the objects that their children see, touch, smell or "hear" In the world. 
Often their barren Interchanges with their children, "What Is this?", "An 
apple", at three, at five and at eight were difficult to bear. 

The mothers of the more successful youngsters Introduced a wider, more 
complex world to their toddlers. They too label the objects In the perceptual 
world of their chllden, but add attributes to them via adjectives. In addi- 
tion, they label the act Ions and feel Ings of Individuals In the world and 
characterize them via adverbs. Furthermore, they not only descr Ibe the world 
but help their children to reorganize their perceptual world and to reason 
about the world. They explain "you need to tilt the wagon." They ask: "What 
would happen If and when?" "What flavor Is the color purple, usually?" "What 
department Is cottage cheese In?" and "Is the Ice cream delicious?" Their 
children answer these questions accurately and demonstrate If-then concepts, 
"If you didn't get a letter, I will go to Connie and get one for you." They 
use language for Imaginative play episodes (playing Fish with empty building 
blocks), and ask questions about events In the world, "Why are the eggs 
stuck?" (Schleslnger, 1986). It was rewarding to note that as their children 
grew these mothers labeled less and reasoned more as did their children. 

Par a 1 1 e I s are drawn between the successf u I deaf ado I escents and t he I r 
hearing middle class peers and the less successful deaf adolescents and their 
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lower class hearing peers and the dialogues with their parents as toddlers. 
Blank and colleagues describe middle class children who tend to reason about 
the world and lower class children who tend to label the world. "Lower class 
Children become Increasingly proficient In attending to and describing the 
world just before them; middle class children become Increasingly proficient 
in using language as a tool to restructure and reason about their perception" 
(Blank, Rose, & Berlin, 1978, p. 75). In addition, the authors cite Tough 
(1977) who also found that working-class children use language to a much 
greater degree for "self-maintaining uses," such as expression of needs (I 
want . . .) or a protection of Interests (go away . . . you are hurting me). 
Middle-class children are found to be more disposed to use language for 
"extending and promoting action" and for "securing collaboration with others" 
(Blank, Rose, & Berlin, 1976, p. 73). 

As indicated previously, all the parents in our study were middle-class 
and their socioeconomic status was not the critical variable. Although the 
average hearing loss was a critical variable, it was insufficient to account 
for all the variations. The mothers of the successful youngsters were advan- 
taged in other ways described above. 

SUMMARY AND HOPE FOR FUTURE DIALOGUES LEADING TO ACADEMIC ACHIEVEMENT 

There Is hope for future dialogues between adolescents, middle and working 
class and their parents. There Is hope for future dialogues between deaf ado- 
lescents and their parents. There Is an environment that is inimical to opti- 
mal parent-child dialogue. No ethnic belong ingness describes this environ- 
ment, poverty per se does not produce this environment, nor does the parenting 
of disabled children, but crushing, hopeless, "casted" poverty (Ogbu, 1978), 
and any parenting associated with severe depression, or perplexity may do so. 
Rich or poor, parents of able bodied or disabled offspring, parents can func- 
tion well. However, parents who have internalized pejoratives from others are 
less likely to provide an optimal communicative environment to their children. 

in the absence of a responsive and mediated environment, youth misses out 
on the cultural transmission of Information, values and attitudes on the part 
of the parental generation. According to Feuerstein (1977), these youth 
become culturally deprived Individuals, not that they come from a deprived, or 
a depriving culture, but that they have not experienced the transmission of 
their parents' culture. There is evidence that groups with the highest levels 
of cultural identity manifest the highest levels of cognitive functioning 
(Stodolsky & Lesser, 1967). As Cummins (1986) has been quoted previously, 
"this is more likely when positive feelings for both cultures abound." 

All is not lost when mediat lonal ly deprived individuals grow up, although 
they are described as showing rigidity, lack of flexibility, a lack of open- 
ness to the novel , and reduced modi flab I I ity. These dire findings are, 
however, remediable by environmental enrichment, an Innovative program to be 
administered at adolescence or even later for hearing youth (Feuerstein, 1979; 
Feuerstein, Relmer-Jensen , 1980) and deaf youth (Martin, 1984). 
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TWO PROFILES OF DEAF ADOLESCENTS: 
SPECIAL SCHOOLS AND THE MAINSTREAM 



ARTHUR N. SCHILDROTH 



Since 1968, the Annua i Survey of Hear ing-lmpal red 
Children and Youth has collected data on deaf and hard-of- 
hearing children In special education programs across the 
U.S. During the 1984-85 school year, the latest year for 
which there are complete data, the Annual Survey reported 
Inforr^^tlon on 50,731 hear Ing- Impa i red students. Of these, 
26,1 75—01 ^^i.ghtly over 50%— were In the 12-20 year age 
range, the boundaries of "adolescence" as defined by this 
conference. The subject of this paper will be those pro- 
foundly and severely hear Ing-lmpalred adolescents— i .e. , 
those having an average hearing threshold of 71 dB or 
greater in the belter ear— within this larger group of 
26,175 hearing-Impaired students who were being educated 
during the 1984-85 school year either In a special school 
settv^Tfl, residential or day, or in a mainstream setting . 
The iwo groups will be compared on various demographic, 
audloioglcal , and educat lona I characteristics. 

Residential and day schools for deaf students have long been part of the 
special education scene and are fairly well-defined In terms of an educational 
placement. The mainstream setting, however, although also In existence for 
many years as an option for deaf children, exists In a chameleonic form and 
often assumes the educational coloration resulting from the philosophy or 
financial situation of a particular local school district. Some hearing- 
Impaired students are calle^i "ma Instreamed" If they attend school In the same 
building as hearing students, even though they are not enrolled In any classes 
with these children, some hearing-impaired students dip Into the mainstream 
In the gym or the shop area; some are "ma Inst reamed" in the lunchroom, but not 
In the classroom. And there are those hear ing- Impa I red children, often with 
less severe losses or a later onset of loss, who are Integrated into academic 
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areas with their hearing peers: some only into math or less language-oriented 
courses, some also Into English and other subject areas more dependent on 
language. There appear to be various "mainstreams" Into which hearing- 
Impaired chMdren and youth can be steered by educators and others Interested 
in their welfare. 

During the 1984-85 school year two questions regarding type of educational 
placement were asked of the schools participating in the Annual Survey. One 
asked the "type of facility" providing the special educational service to the 
student. For this question, 8,989 deaf students aged 12 through 20 were 
reported to the survey as being in a residential or day school setting. For a 
separate group of 5,725 deaf students in the 12-20 year age range the .choois 
reported them as being served In "special education classes within a facility 
for hearing students." 

For the almost 9,000 students reported from a residential or day school 
setting, their placement appears to be fairly obvious: a separate facility 
with a separate faculty and staff trained to educate relatively large numbers 
of deaf — I.e., severely/profoundly hear ing- Impaired — students, (although some 
of these residential and day school students may receive a part of their 
Instruction In an Integrated classroom [Taylor, 1985]). 

For the 5,725 students reported to the survey as enrolled In special 
classes within a school for hearing students, their classroom environment Is 
not so clear. All of these students are reported to be receiving "special 
education classroom Instruction," but many of them may also receive some of 
their Instruction Integrated with hearing 'students. In order to throw some 
light on this latter possibility, a second question regarding program ty^e was 
asked In the survey: "Does this student receive regular classroom Instruction 
with hear Ing students, either full or part-time?" 

Mmost 83% of the 5,725 severely/profoundly hearing-impaired students 
reported to be enrolled In special classes In schools for hearing students 
were also reported to be receiving some regular classroom Instruction with 
hearing students. (Due to limitations of length Imposed on the survey form, 
the amount of this classroom Integration and the kinds of classes In w.ilch It 
occurred could not be ascertained). Because of this large overlap of deaf 
students receiving Integrated classroom Inst'uctlon with those who attend spe- 
cial classes In a regular school, the larger number of 5,725 students will be 
used In the following comparison of adolescents In a special school setting 
with those In an Integrated or regular school setting. 

A general summary of the demographic, audlologlcal , and educational 
characteristics of these two groups appears In Table 1. 

DEMOGRAPHIC CHARACTERISTICS 

Age . Perhaps the most notable feature of the age distribution in these 
two settings Is that regular schools have a higher percentage of children In 
the 12 to 14 year old age group than do the special schools, which. In turn, 
have a considerably higher proportion of older students, ages 18 through 20. 
This latter discrepancy Is due almost entirely to the larger percentage of 19 
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TABLE 1 



Selected Characte istics of Severely and Profoundly 
Hear I ng- Impaired Adolescents Ages 12 Through 20, In 
Special Schools (SS) and Mainstream Settings (MS) 



1) AGE 



Ma les 
Fema i es 

3) ETHNIC 

White 



4) DEGREE OF HEARING LOSS 



Severe 



SS MS 
(N-8989) (N«5725) 



12-14 years 29% 

15-17 years 35% 

18-20 years 355^ 

2) SEX 



Minority 345^ 

Black 21% 
Hispanic 

Asian/Pacific 1% 



Uncorrected Visual 5.1% 
Emot I ona I /Behav I or a I 7. 4% 

Learning DIsabI I Ity 



38% 
38% 
23% 



57% 51% 
43% 49% 



66% 66% 

34% 



17% 
12% 
3% 



24% 76% 

62% 



Profound 38% 

5) AGE AT ONSET OF HEARING LOSS 

""^^•^ 3 87% 83% 

6) SPEECH AND/OR AUDITORY TRAINING 27% - No 13% * No 

7) STUDENTS USES SIGN 95% 

8) ADDITIONAL HANDICAPS 32% 



76% 
26% 



3.4% 
4.5% 
7.4% 



Two or More Additional Handicaps 9.9% 70% 



Source; 1984-85 Annual Survey of Mear I ng- Impaired Children and Youth. 



ERLC 



33 



46 



and 20 year otd students in the special schooi setting, leading to the conclu- 
sion that special school students, for whatever reason, remain in these 
schools longer than do deaf students in regular schools. We shall return to 
this point In our discussion of multiply handicapped students in these two 
sett ings. 

Twenty-three percent of the students in special schools reporting to the 
1984-85 Annual Survey were born in 1964 or 1965, the years of the maternal 
rubella epidemic which resulted in such a large number of hear I ng- impaired 
children. Only 13.1% of the 5,725 deaf adolescents in regular schools were 
born in these two epidemic years. (Somewhat surprisingly in light of these 
birth year data, the percentage of students from the special schools reported 
with maternal rubella as a cause of their hearing loss [23.4%] was not very 
different from the percentage of rubella students reMorted from the mainstream 
[20.8%].) 

Sex . Schildroth (1986) found a much higher proportion of males in 60 
public residential schools than females: 130 males for every 100 females. 
The present study confirms this finding for the combined residential/day 
school setting, where 56.6% of the 12-20 year age group were males' i30.2 
males for every 100 females. Deaf adolescents reported to the 1984-85 survey 
from the mainstream setting were much more evenly divided between males 
(50.9%) and females (49.1%): 103.8 males for every 100 females. This prepon- 
derance of males over females In the special schools has Implications for 
school programming and staffing because males are reported to have signifi- 
cantly more learning disabilities and emot ional/behavor iai problems than 
females (Schildroth, 1986). 

Ethnic Background . The two types of educat ional placement , special 
schools and regular schools, had similar compositions in regard to the general 
ethnic background of their students: 66% white and 34% minority. However, if 
specific minority backgrounds are considered, a slightly different picture 
emerges. Black adolescents were more heavily enrolled in the special schools 
(21.3%) than In regular schools (16.8%). Hispanic and Asian-Pacific students, 
on the other hand, were more likely to be enrolled In the regular school 
sett Ing. 

AUD i OLOC i CAL CHARACTER i ST i CS 

Degree of Hearing Loss . Only those adolescents with severe and profound 
hearing losses were selected for Ihls study. (The criterion for a severe loss 
was an average hearing threshold between 71 dB and 90 dB across the 500 Hz, 
1000 Hz, and 2000 Hz frequencies In the better ear and for the profound loss a 
threshold of 91 dB or greater In the better ear.) However, the students 
reported by the special schools had greater degrees of hearing loss than 
those reported from the regular schools: 76% of the students in specia' 
schools had profound losses, compared to 62% for the students in regular 
schools. Thus, the special schools appear to be serving a group of ^tudents 
more seriously hear Ing- Impaired — as measured by una 1 ded better-ear a^'-'^age — 
than — those In the regular schools. 
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Age at Onset of Loss . A slightly higher percentage of deaf adolescents 
from the special schools In the survey had a prellngual hearing loss — I.e., 
before age 3 — than did the students In the regular schools, 86.7% to 83.2%. 

Recency of Audlologlcal Exam . The students I n spec I a I schoo I sett I ngs 
tended to have more recent audlologlcal examinations than those In regular 
schools. Sixty-one percent of the 8,989 deaf adolescents in residential or 
day schools for the 1984-85 Annual Survey had their hearing tested In 1983 or 
later; only 53% of the 5,725 regular schools adolescents for that school year 
had audlologlcal examinations after 1982. 

A surprisingly high percentage of students in both settings — over 94% — had 
sufficient audlologlcal information reported at the three frequencies noted 
above to enable the survey office to calculate a better-ear average, although 
here again, a slightly higher percentage of speciil school students (98.3%) 
was reported with more complete audiogram information than that reported for 
the regular school students (94.0%). 

Speech/Auditory Training . Deaf adolescents in regular schools were more 
likely to receive speech and/or auditory training on a routine basis than 
students In the special schools. Slightly over 86% of the integrated students 
were reported to be receiving such services, compared to 71% of the special 
school students. 

Cause of Hearing Loss . The two school settings differed little in their 
enrollment according to causes of hearing loss among these students. As indi- 
cated earlier, students whose hearing loss was caused by maternal rubella were 
enrolled slightly more often in special schools than in the regular school 
setting, 23.4% to 20.8% Adolescents whose hearing loss resulted fr^m heredi- 
tary factors were also more likely to be enrolled in the special school 
setting than In the mainstream: 12.9% of the special school enrollment in 
this study had hearing losses r^jported to be caused by genetic factors, com- 
pared to 11.1% in the regular schools. Tf:e only other cause group whose 
enrollment in the two settings was somev/hat different is the students for whom 
an unspecified "other cause, before birth" was reported: 4.9% f r the special 
schools, 2.9X for the regular schools. A rather large percentage of these 
unspec I f led before b I rth causes is undoubtedly genet ic in or Igin (Brown, 
1986; SchI Idroth, 1986). 

In general, the special schools tended to enroll adolescents whose causes 
of hearing loss are associated with greater degrees of loss than did the regu- 
lar schools, a finding consistent with other parts of this paper. 

One Important qualification of the survey data regarding cause of hearing 
loss should be mentioned. For a large number of students the cause of loss 
^as reported as "could not be determined" or "not available" or the question 
was left entirely blank: 34.4% for the special schools and 37.4% for the 
Integrated setting. There was a rather large discrepancy between the two 
settings In regard to the category "Cause of Hearing Loss Not Available In 
Student's Record": 10. 7!^ of the special school students, compared to 18.5% of 
the Integrated students. In general, the records regarding cause of hearing 
loss appear to be somewhat better in the residential and day schools than in 
mainstream programs. 
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OTHER EDUCATtONALLY RELEVANT CHARACTERISTICS 



Commun Icat Ion . As might bo expected, a very large majority (95.4%) of 
deaf adolescents In special school settings was reported to use sign lan- 
guage — compared to 75.9% of those In regular school settings. Similarly, 
programs for 91.7% of the special school students reported using sign 
language In their Instruction, compared to 73.9% for the integrated school 
students. Data reported to the survey regarding use of sign language reveal 
that approximately 35% of each group had a family member using sign language 
In the home, although the quality of that language could not be ascertained. 
The data reported on sign usage In the home are very tenuous due to the large 
amount of "data not available" — almost 30% — for this variable from the resi- 
dential/day schools, missing data which might increase the special schools' 
percentage. 

Add 1 1 1 ona I Hand I caps . The deaf adolescent population in the special 
schools In the 1984-85 survey had a higher percentage of multiply handicapped 
individuals — I.e., students with "educationally significant" handicaps. In 
addition to hearing Impairment — than did regular schools: 31.5% compared to 
26.0%. This undoubtedly is one reason for the larger number of older students 
in the special schools, which, in turn, is related to the larger number of 
rubella-deafened students in the special schools: multiply handicapped stu- 
dents tend to remain longer in the secondary school system, and students with 
rubella reported as a cause of their hearing loss tend to have more additional 
handicaps than the non-rubelia group (Trybus, Karchmer , Kerstetter, & Hicks, 
1980). 

The special schools reported higher percentages of mulilply handicapped 
adolescents than the regular schools for each of the specific additional han- 
dicaps on the survey form: legal blindness, uncorrected visual problem, brain 
damage, epilepsy (convulsive disorder), orthopedic problem, cerebral palsy, 
heart disorder, mental retardation, emot iona l/behavor I a I problem, specific 
learning disability (perceptual-motor problem), and "other." However, for 
only three of the specific handicaps was the difference larger than 1%: 
uncorrected visual problem (5.1% In the special schools versus 3.4% in 
integrated settings), emot iona I /behavioral problem (7.4% versus 4.5%), and 
specific learning disability (9.0% versus 7.4%). 

A further indication of the involvement of the special schools with 
multiply handicapped students is the higher percentage In these schools of 
students with two or more additional handicaps than in the regular schools — 
9.9% compared to 7.0%. 

SUMMARY 

Using data reported to the 1984-85 Annual Survey of Hearing-Impaired 
Children and Youth, this paper has presented a comparison of 8,989 deaf ado- 
lescents enrolled In special schools for deaf students with a group of 5,725 
deaf adolescents enrolled In regul ar schools. (Approx Imate ly 83% of the 
latter group was receiving at least some regular classroom instruction with 
hearing students). The comparison Is not meant to imply a value judgment. 
It Is Intended simply to describe the deaf adolescents presently enrolled in 



ERIC 



36 

49 



two different educational settings in order to aiert counselors and others 
working with them to differences In the students en'-olled in and emerging from 
two educat lona i settings. 

in general, the special schools' adolescent group was older, had 
proport ior.ateiy more males and mo^^e black students, had more acute hearing 
losses — both In degree and at an earlier age — had more multiply handicapped 
students (especially visually Impaired, learning disabled, those reported with 
emotional/behavioral problems, and those with two or more educationally sig- 
nificant additional handicaps), and enrolled more students using sign language 
than the students In an integrated setting. As noted earlier. Table 1 
summarizes these differences. 
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HOW WE CAN BETTER PREPARE OUR 
DEAF CHILDREN AND YOUTH FOR 
THE ADULT WORLD 



ROBERTA THOMAS 



This paper addresses the reasons why deaf adolescents 
are not prepared for appropriate functioning in the adult 
world and argues about how we can rectify that situation. 
The fundamental argument Is that parent counseling and edu- 
cational programs that are based on accommodating rather 
than annihilating deafness and that address our deaf chil- 
dren as normal children who cannot hear will prepare them 
for adult functioning. A special and unique peer Interven- 
tion program called Project HOPE Is described as an example 
of parent education where deafness Is "depathologized" and 
parents are enabled to loolc upon deaf children as normal 
children who cannot >ear. Changes In teacher training and 
the content of deaf education are also proposed. 

i am delighted and honored to be here with you today at this conference 
about adolescence. i feel particularly lucky that this Is Tuesday, and you 
all haven't yet been "adolescented" to death! I promise to do my best to use 
this advantage as profitably as i can. 

i feel extremely we i l-qua i I f led on the subject of adolescence. I have 
survived the adolescence of two hearing children (they will have to speak for 
themselves) and I have a 1 0-year old deaf adolescent who has been an ado- 
lescent since the moment he started to communicate—testifying, I might aM, 
to the usually untold drawbaclcs of free and open communication. 

My son told me the other night, after he refused to kiss me good nlght~l 
should mention that my male children do not touch me between the ages of 8 and 
19, suspicious that such contact might be at worst, a form of incest, and, 
sexists that they are, at least unmanly—he told me that he wanted to be Inde- 
pendent; that we were both human beings; that Ms body belonged to him (this 
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had to do with the fight about the shower); that because I was his mother, 
this did not give me the right to tell him how to live. He added, coolly, 
"Life is a drama; each person chooses his own!" 

Sometimes, he communicates on paper, especially after a conflict resolved 
in my favor. The notes are usually short, as In, "You are a child abuser!" 
My daughter, a lawyer, suggests I burn this one. Sometimes, they are more 
like full scale Indictments, calculated to create as much guilt as possible, 
as in : 

"To unknown Mom. You have hurt my Heart. From your unknown son. 
Please try to find my real Mom and your real son." P.S. Grrrrrrr 

This note added credence my long held view that most children and ado- 
iescents's astonishing ability to create guilt would make them exceptional 
Jewish Mothers! 

I don't mean to suggest that adolescence Is a laughing matter. I do find 
that laughing sometimes helps me keep sane and Is probably a useful strategy 
for parents whose children's adolescence can be an undermining, debilitating, 
and terrifying experience for them and for their deaf children. 

For parents of deaf chl Idren, adolescence can be a new occasion for the 
grieving they experienced when they discovered their children's deafness. The 
special fears they have for their children's future and their own sense of 

insecurity at parenting a deaf child can be overwhelming during adolescence. 
For deaf children — well-adjusted relatively content deaf children — adolescence 
brings them a special confrontation with their deafness, their place in the 
world, and a difficult, painful grieving process of their own to add to the 
usual and painful adolescent turmoil. For language rich deaf children, this 

is beginning younger and younger — too young for them to manage. 

Deaf Schools and programs are also recognizing that their deaf students 
are less prepared and more vulnerable to the dramatic changes in their bodies 
and In the choices that confront all adolescents. Thit. conference, addressing 
practical strategies and programs that can assist deaf adolescents is testi- 
mony to this new concern and new effort. The term "transition" has now become 
very popular and it is appropriate that ail those concerned with preparing 
deaf children and adolescents for the future focus on "transition" and prepar- 
ation for the adult world. 

I have to say that this recent emphasis on deaf adolescence and especially 
the rather universal use of the word "transition" makes me uneasy. When I 
first started coming across this term In the literature, I noticed that 1 had 
the same strange feeling in the pit of my stomach that comes upon me when I 
hear or read the term, "Deaf Norms." I have often suspected that "Deaf Norms" 
were created by the deaf education establishment to Justify their system and 
make them feel better by the simple act of calling "normal" — as in "deaf 
norms" — the abysmal academic achievement and !ife preparation of our d^af 
children. By calling this underach levement "deaf norms," the blame can be put 
on "deafness" rather than on the systems that educate our children. "Deaf 
norms" are supposed to make everyone feel that deaf children who can't read 
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are that way because of their deafness, a proposition certainiy comforting to 
schools and frightened parents. 

"Transition" as a term and category is beginning to have the same euphe- 
mistic purpose. "Transition" gives a respectable name and justification to 
the unpleasant reality that too many deaf adolescents are very much unprepared 
to cope with adult functioning. 

I am not suggesting that there is a foul conspiracy afoot. I don't per- 
sonally know a single professional, teacher or otherwise, who doesn't care 
about deaf children and who doesn't wish them the best possible education and 
preparation for the adult world. I just think that a large, massive system 
that educates our children hasn't been working very well and the language we 
use reflects, more accurately than we Icnow. our own unconscious prejudices and 
preconcept ions . 

It is. of course, appropriate that this conference address strategies and 
programs that are essentially remedial in nature. But besides remediation, 
there should be another approach to the special problems of deaf adolescence! 
We might begin by asking ourselves why deaf adolescents are so i I I prepared 
for adult functioning. We could look hard at this "crisis" for our children 
and ask ourselves whether the failure Is a consequence of deafness or whether 
this failure Is a consequence of the systems that control their education. 

Deafness is certainly partly to blame. Deaf adolescence would be diffi- 
cult even if every operational system was an absolute paradise. That Is 
because It is uiff Icult to be deaf and no program can change that. It is also 
always a struggle to find one's place In this world, to separate from depen- 
dency on family and this struggle Is tremendously exascerbated by the inherent 
isolation and communication gaps created by the facts of deafness. Educa- 
tional programs can't eliminate the stress and real life issues of deaf ado- 
lescence. The question for me Is whether school programs are helping or 
whether indeed, they are in fact interfering with our children's growing up. 

I would like to suggest that there are good reasons to believe that from 
the very earliest Intervention programs through academic/vocational secondary 
and postsecondary programs, our children are not well served and not prepared 
to grow and prosper as self-respecting well-educated, well-employed deaf citi- 
zens. I think that a very very long time ago. we got off on the wrong foot, 
as it were, and though we have made some changes in how we educate deaf 
chlldren~we allow them to sign their English, for example. —the changes are 
superficial. Despite the good intentions of educators and our government, we 
are not looking clearly at what our children really need or how to educate and 
serve them as deaf human beings. 

I always think Its userui to try and look at our children as though we are 
ioolctng for the first tl>iid > What we see are children who are normal children 
who can't hear. The Idea that "deaf" and "normal" are compatible is actually 
a radical Idea because, in a culture where deafness is stigmatized, that 
"normal" and "deaf" are compatible is an alien notion. For this reason, 
historically, the entire structure and overriding goal that has informed the 
education of the deaf has been to annlhi late their deafness and make our 
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children somehow "normal." Because our model t^r "normal" is really 

"hearing," we have produced a system of education dedicated to making our 

children somehow "hearing." The term for this — right up there with "deaf 
norms" and "transition" Is "overcome." 

This process — this effort to make our children "normal" begins at the very 
noment of "diagnosis," a process that James Woodward calls the "patho log I z ing" 
>f deafnes'^ Once again, our language betrays us. Our children are diagnosed 
as hearing ^'paired; they have a hearing loss. Think about the kind of atti- 
tudes reflected In the names ^f the places that diagnose and "treat" our deaf 
children; mcot frequently they are called Speech and Hear ing Centers, and our 
children can't talk and they can't hear! Several Total Communication programs 
I have vis I ted are ca I led "Audi tory Programs. " Other little ch i Idren go to 
schools; ours get therapy. Always, they are sent to a speech Pathologist. 
Until I had a deaf child, I thought pathologists cut up cadaver! 

We parents are taught early to thii..' not only that our children are not 
"ncmal," but that "normal" reans speech and hearing. No wonder we rush to 
"oral Ism" that promises r that we can make them "normal," that is, like 
hearing. No wonder that Sign Language was never looked at seriously as a 
language since Its use would sur^^iy be "fonormal." No wonder that even in 
programs that call themselves Total Communication, the emphasis Is on speech 
and on being like hearing people. The deaf kid who can pass as hearing is the 
great success story (the one, by the way, all parents always hear about from 
someone's Aunt who met someone on a streetcar in Toledo who knows a young deaf 
man who Is a doctor and a lawyer and a Ph.D., who earns :10,000,000 a year, 
and who has perfect speech). All, because he had a wondarful Mother! This 
is what I call the Jewish Mother syndrome run amuck! I've never been able to 
understand why anyone thinks such a story will "encourage" any parent! i 
can't e en make my hearing children doctors, lawyers, and Ph.D.'s whc earn 
$10,000,000 AND have perfect speech!). 

Given the usual number of exceptions to absolutely anything, most deaf 
children who are orally educated are destined to become "aonormal." Without 
easy communication, children can't acquire the rich language base necessary 
for normal language development and all the other deve lopinent that depends 
upon language development. Ironically, we make our children abnormal by the 
self-defeating process of trying to make them hearing. Not oniy do ^e retard 
our children educationally by this process, we commit tne equally grievous 
crime of teaching them that a clearly Indisputable part of what and who they 
are — their deafness — Is unacceptable. Because the goal of "oral Ism" Is to 
make ocrr children normal — that Is hearing—It falls, we fall, and our children 
fal I . 

Until recently, we must remember that deaf schools were as oral as every 
other existing deaf program. Though the students learned and shared a common 
language — Amer lean S Ign Langauge — and shared a common cul ture , the admin I- 
St rat Ion and control ^vas hear Ing and essent lal ly ref 'acted the view that 
speaking — being like hearing people, was the measuremont o^ success. But 
"or a I Ism" dldn' t work most of the t Ime and so the deaf students were a I I 
doomeJ not only to being "w.isuccessful " according to hearing standards, but 
also to feeling Inadequate, incapable, like "failures." It seems like a 
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miracle to me that so many deaf persons survived this system and are whole, 
healthy, educated human beings! 

The failure of "oral Ism" has had another, more subtle and equally damaging 
consequence. The oral system, by Inevitably producing "..diure," then took 
that failure as a demonstration of how deaf children "couldn't" achieve, 
couldn't be "normal," a visclous cycle If there ever was one, reinforcing the 
stigma of deafness In every generation. This Is how "deaf norms" were 
created—to expla^i this terrible achievement—and how the entire system of 
educating deaf persons fortifies the view that deaf children are not, cannot 
be "normal" unless ty some miracle (or a devoted Mother) could be made to be 
like hear Ing— I .e. , speak and llpread English. 

For a lot of reasons— all depressing—the advent of Total Communication 
has not substantially changed this. Especially where TC programs are located 
In hearing schools, the model for success Is a hearing model. I don't think 
It Is much different In deaf schools, most of which now call themselves. Total 
Communlcat Ion. 

In the "mainstream" programs that are at all decent and rational, deaf 
Children are outnumbered and even where there are more than a tiny group In 
any given school, they are not encouraged to feel comfortable and good about 
being deaf. They can hardly help seeing their difference as deaf persons as a 
deficit and often feel as uncomfortable with their deaf peers as they do with 
their hearing peers. They have no opportunity to develop any positive sense 
of their Identity as deaf human beings. The Idea that their deafness should 
be "nurtured" would probably seem bizarre to most program administrators, 
though there are exceptions. 

In the deaf schools. Just as In the past, the children get a lot of sup- 
port by Sharing a common language and a common culture and developing a sense 
of Identity Among Their Deaf Peers. They also have the tremendous advantage 
of knowing deaf adults who do so much to nourish the children's sense of who 
they are. The very environment of the deaf school makes better language 
development possible because so much language Is happening around them— that 
Is, folks are signing, especially their friends and the deaf adults who are 
around. You will notice, however, that riesplte the great hoopla about Signed 
English, the deaf nor s have improved only minimally. Part of this. Is, In my 
view Inherent In the limitations of Signed English, which Is a limited version 
Zr.giish and only really accessible to those who already know English, which 
excludes most deaf children. The other part lies In the weight of generations 
of low expect at Ions, Incoherent , un Integrated, uncha I leng Ing academic 
P'-ograms, and teacher training that Is antiquated and sMIl modeled on the 
oral phi losophy. 

Let's look at the whole business of low expectations and examine the 
Impact on our children. If the schools do not expect and enforce high expec- 
tations from our children In every area of their deveopment, the children 
learn to expect very little of themselves and ultimately to think very Mttle 
of themselves. Low expectations encourage our children to accept a second 
c I ass c 1 1 1 zensh I p ro I e . When a teacher doesn ' t expect ch 1 1 dren to do 
homework, to prepare an assignment, when an English composition that could be 
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much better Is given an A, our children are diminished! How can anyone have 
any self-respect If his/her fifth rate performance is applauded! 

Even with some signing, the schools are programmed — inadvertently, of 
course, — to not really educate, and this failure, just as In the bad old days. 
Is still blamed on deafness rather than on the system that educates our 
children, in other words, the message our children receive In deaf schools Is 
not very different from the message they receive in many mainstream programs, 
the entrenched message of oral ism - that deafness, non-oral signing deafness — 
cannot lead to real achievement, cannot be "normal" the way being "like 
hearing" can. To be normal, deaf, and successful is just not part of either 
our vocabulary of our "ethos." We fall at educating our children to be both 
comfortable successful members of the deaf community and comfortable, success- 
ful participants in the hearing world. 

Lest I have driven you Into the depths of depression, let me assure you 
that I don't for one moment believe that we cannot do better. I know we can. 
If we have the facts and if we have the will. I'll even go so far as to tell 
you how! I'm not suggesting that I have all the answers, honest, i am saying 
that wo dc have very strong evidence of what doesn ' t work In educating deaf 
Children. With a little tenacity and the view that deaf children are normal, 
we can dig out the subtle, entrenched attitudes and techniques that unc'ermine 
our children's chances for success. 

If wa "depathologize" deafness for ourselvee and see deafness as com- 
patible with "normal our whole approach to educating our children Is radi- 
cally changed. Instead of sustaining the system that tried to annihilate our 
children's deafness by making them hearing, we can create a system that 
accommodates their inability to hear and educates them to become members of 
both the deaf comr'nity and the hearing world. We need to remember the 
equality doesn't mean that all human beings must be the same; equality should 
mean that we respect the differences between human beings. It Is on tha foun- 
dation of ju5t such respect that we can nourish and educate our deaf children. 

If deafness Isn't shameful and abnormal, then we liberate within ourselves 
the capacity to understand that speaking and ilpreading Isn't the only stan- 
dard for what constitutes "normal." We begin to see that our children need 
the opportunity to acquire language naturally, which they can do If It Is 
visually accessed through their eyes In sign. Though learning English will 
and Should also be a goal for our children, we can begin to understand that 
language and English a^e not synonomous, not to mention the fact that the 
English language doesn't exist Inside a born deaf child waiting to be miracu- 
lously unleashed by a speech "pathologist." We can look at tne research - 
though God knows much more needs to be done — and see that the deaf children of 
deaf parents who are exposed to and Interact In ASL from birth have normal 
language development and all the other development that depends on language 
development . 

If there Is one matter upon which every faction In deafness seems to 
agree — and honest» there Is one — It Is that all development and education 
depends on language development. They will even agree that there Is a direct 
correlation between the age and Intensity of Input and the whole development 
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of the Child. I believe that if deaf child in are allowed to be deaf and 
acquire their language naturally through their eyes, they will be capable of 
learning everything— the English language, information about their culture, 
the natural developmental stage? of concept formation, and all academic and 
vocational subjects. I also believe that this development and education can 
be substantially enhanced for the vast majority of deaf children with American 
Sign Language. We must not forget that it is all deaf children we must be 
concerned with, not Just those few capable of being the "exceptions" of what- 
ever system. Having just "dropped a bomb" as it were, I wi I I try to explain 
what prompts me to suggest such an outrageous notion. 

I remember one day picking my son up at school and watching him play in 
the playground with a large group of deaf kids. They were all involved in 
lively dialogue In American Sign Language. Put more than one deaf kid with 
another and this kind of communication usually takes place. A deaf "Aide" in 
the school yard was chatting with them now and then. Two really good hearing 
teachers, friends of mine, who signed English well, mentioned to me, 
laughingly, that they didn't understand a word the kids were "signing." At 
that moment, that the teachers didn't use the same language as the children 
seemed like a new startling revelation . 

The week before, I had read some research that documented, through 
videotaping In a variety of TC deaf classrooms in deaf schools, that the 
teachers and the chMdren appeared to understand each other less than 50% of 
the time! The deaf Aide, also a friend of mine, told me (after the hearing 
teachers had left) that the biggest part of her job was to run around the 
classroom explaining to the kids what the teacher had just "signed." 

I I came to me , 1 n a sudden ter r I b I e ep I phany , that there had to be 
something positively nuts about the fact that American Sign Language, the 
language our chl Idren used easi ly and f luent ly with each other , with no 
problems in comprehension, was simply Ignored by the deaf education establish- 
ment, was never used to educate our children. This suddenly seemed to me the 
ultimate in irrationality and a good example of the double standard that 
Informed decisions about our children. I remembered the "cute" story about 
the teacher who had to ask her deaf student for a "Sign" she didn't know, and 
suddenly saw It as a cautionary tale that demonstrated the tremendous 
linguistic Impoverishment our children experienced, a condition none of us 
would dream of tolerating for our hearing children! (Can you imagine your 
hearing child having a Yugosalvlan teacher who had studied English for six 
months? You'd be out on the streets with picket signs suggesting that the 
P r I nc I pa I be jailed for Ch 1 1 d Abuse ! ) . I felt a I so~no sur pr I se to my 
friends, 1 take these things so well—absolute pain that teachers, even those 
who did sign something— were not communicating with their students, and the 
resulting absence of achieving anything like good education was blamed on the 
children's deafness rather than the obvious, enormous gap in communication and 
subsequent language development! Without sophisticated language, there isn't 
much point in discussing challenging Social Studies, English, and Science 
Programs; there isn't much point In addressing any of the other Issues at all. 

I'm not suggesting that there are no other educational Issues, nor that 
ASL Is the panacea of the future as "oral ism," Cued Speech and Simultaneous 
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Communication were all tooted to be! I am suggesting that we open our minds 
and spirits enough to tr * it! If we really believe that "deaf" and "normal" 
are compatible, we need not fear using the language of the deaf community to 
enrich and educate our children! 

I can hear the objections! Well, It would be very hard. But think about 
how hard "oral Ism" Is, and that didn't stop us. We asked little babies w*"h 
no language whatever to art leu I ate words they never heard anc rare ly 
understood! We asked little cnlldren to llpread a language that Is only 20% 
visible on the lips, a language they didn't know. We asked deaf children to 
be not deaf, and despite Incredible failure (wh.ch we blamed on the children) 
we persisted for one hundred years! I was a French teacher, and no one who 
hired me thought teaching French/English was a good substitute for my being 
fluent In French, absolutely fluent In speaking, understanding, reading, 
writing! Parents may not have an easy time learning ASL — perhaps they never 
will. That's O.K. A course or two won't hurt them, and they would take those 
courses if they were available — they do In Philadelphia! Parents should sign 
any way they can, and that's fine! They don't need more guilt! But the 
schools to whom we give our children for education, can provide a fluent 
signing environment and education In ASL, with a meaningfully signed pidgin 
when that seems appropriate! We must not forget the great untapped resource 
of deaf people themsel js \/ho could offer our children this fluent language. 
So maybe they aren't "certified!" I take that as a point in their favor! 
Certification represents a system that probably deflects creative thinking in 
any education. A school that wanted to, could create and Implement a role for 
deaf adults. 

Would the use of ASL really eradicate those deaf norms? Who knows! The 
research Is Just starting. I just don't see why we don't try It, since 
nothing else Is really working If you don't use "deaf norms" ac a measure. I 
also believe that the use of ASL in school programs would have the effect of 
affirming our children's deafness, nurturing their spirit as deaf human beings 
which Is as Important as preparing them for success in the hearing world. 

I don't know ASL myself — a few expressions here and there, fortified by 
Jesse's constant vigilance! Jesse has had, through his I.E. P., a daaf adult 
In his classroom since he was two, and I know that his excellent English has 
been learned through ASL as a second language. I sign "pidgin" wit him 
myself, when he gives me a chance to sign anything! I took a few ASL courses 
which really Improved the way I signed and made me conscious and aware of the 
fact that ASL Is as complex, sophisticated and subtle as any standard 
language* Jesse Is a sophisticated person In ASL; he now has a lot he wants 
to translate Into English, which I do for him, whenever he asks. I sign with 
him exactly as I now speak with you, and his English Is becoming as sophisti- 
cated as his ASL — from my observation, because he knows ASL. 

His education, however, has not kept up with his language. The history of 
deaf education Is In the main responsible for this, a history that still 
sustains Incredibly Inadequate teacher training programs, programs that 
reflect the "pathologlzing" of deafness and still have a hearing model for 
success In deaf education. I know many dedicated, competent, teachers of the 
deaf; they are wonderful despite their training, not because of it. 
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Most teacher faining programs include almost no training in how normal 
children grow, behave, and learn. I know of almost no courses in how human 
beings acquire language, an absolute necessity for teachers of the deaf. I am 
also stunned by how little English deaf teachers know, considering their com- 
mitment to English as a primary goal. There Is little about the development 
of coherent, consistent, challenging academic programs, based, orobably, on 
the view that language deprived deaf children couldn't handle sucn a program! 
Few teacher training programs Include any deaf teachers, any lnpui at all from 
deaf aduits, any curriculum on dear language and deaf culture. Ot?af teachers 
and their certification reflect a view of deafness as a deficiency and do not 
prepare our teachers to educate normal deaf children. A friend of iTilne who 
runs a really good deaf high school program told me that interviewing new 
teachers Is a depressing experience; their K through 12 certification simply 
doesn't prepare them to really teach high school subjects to high school deaf 
Chi Idren. 

I consider It a real priority that our children's academic education be a 
first rate education, as good as any education or achievement available to 
hearing children. But that doesn't mean trying to make deaf children hearing . 
Because we want deaf children to be well-educated, participate fully In the 
hearing world, have access to our civilization, all civilizations, and be 
well-employed does not mean to make them hearing! The point is that a good 
education for our normal deaf children will give them the opportunity to be 
participating deaf members of the larger community. 

We must therefore also be sure that our deaf children's deafness Is 
noirlshed so that they never feel that their deafness Is something wrong with 
them. However successful our children are In the hearing world, I cannot 
Imagine how they can possibly feel good about themselves If their deafness- 
such a significant part of their being— is at best tolerated or ignored, at 
worst something they are supposed to "overcome. " 

As much as social studies, they need a positive reinforcement of their 
deafness, which comes also. In large part, through American Sign Language. By 
respecting through using (rather than through lip service) the language of the 
deaf community, we not only poss I b I y access English and education, we also 
definitely access the deaf community, deaf people, deaf culture, and a good 
reason to feel good about being deaf! Surely our children, human children, 
deserve at least that much. 

I'd like to make one last suggestion about Improving the system that edu- 
cates our children. I think that a very large part of what very subtly and 
unintentionally diminishes our children through the educational process Is the 
fact that the whole establishment is managed by hearing people. If you were 
deaf, wnat message would you Inevitably get if every major authority, every 
real power was hearing? How could you avoid internalizing the view that 
hearing knows and therefore is best? It Is unavoidable to draw such a conclu- 
sion from the facts of their lives. The remedy is less easy. Deaf people are 
generally ' ^t well-educated precisely because of the system i have just tried 
to describe. They have really no models for first rate education. Deaf 
people also carry the burden of undoing, for themselves, the labels that were 
put upon them in their school years. Still, we created a system; why should 
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we lack confidence In any system deaf people worked out, who surely know 
better how It feels to be deaf? I always tell parents that every deaf adult 
they meet was once their child, would they deny their children the oppor- 
tunity to be a leader for other deaf chlld^-en? Surely, we have an obligation 
to allow deaf people the right to at least share responsibility and control in 
educating deaf children. 

I am not suggesting that we throw all hearing people out of deaf education 
and habllltatlon — that would also Include me! I am suggesting that a change 
In the power structure would certainly benefit our children's self-lmage, 
their belief In themselves, and possibly also heir educational achievement. 
I know for certain that however much I cherish and love my Jesse, he cannot 
look Into my face and see his history or glimpse his ^uture! Only deaf people 
can do that for him. 

We had a project In Philadelphia called Project HOPE. Project HOPE was a 
peer Intervention program that took advantage of the expertise of other 
par .s and our local deaf community for parent education and support. 
Visiting parents of very young deaf children In their homes, a team madi; up of 
one parent, one deaf adult, and one Interpreter brought accurate information, 
support, and the reality of deafness to families In the Philadelphia area. 
Deaf adultc? did a fantastic Job of helping parents understand their children's 
needs. The parent team member gave the kind of sympathetic support that only 
another parent can provide. This deaf/hearing team working together, modeling 
their experience, had a profound influence In Philadelphia. The project 
demonstrated that well ;ounseied parents will let go of the fantasy of making 
their children hearing. Project HOPE also showed that deaf adults can have a 
positive, profound, ^nd significant role In the habllltatlon of deaf children 
and the well-being o» their families. Project HOPE, I was told, was bound to 
fall. Schools would balk; parents would be terrified of meeting deaf people. 
It never happened. We can do more than we think If we have the vision and the 
wl I I . 

If I had my deepest wish come true — workshops give me the opportunity to 
act out my fantasies — the program 1 would choose for my son would have a first 
rate deaf environment with lots and lots of deaf kids to be pals with, to 
fight with, to whisper (In Sign) about In the locker room, to go to parties 
with (chaperoned!). This same program would have very high expectations, high 
standards, and an environment that created and sustained the mot Ivat Ion criti- 
cal for achievement. His teachers would treat him with respect by expecting 
him to perform, to be responsible, to orchestrate his own life. These are 
"life skills" Integrated into the fabric of his education, and not some 
separate course. If he got an "A," he would know that he deserved It by 
anyone's standard. An unearned "A" diminishes him; an earned "A" Is an occa- 
sion for self-respect. There would be a lot of deaf folk around, ^o like, 
dislike, to be friends, enemies, to Inspire him, to caution him. There would 
also be we 1 1 -supported. Interpreted, non-disrupt I ve dea^->earlng Interaction 
so he could learn to manage with hearing people as an equal. The most 
respected ^students In this program wouldn't be the ones most like hearing, but 
rather the students who were successful and responsible and deaf . 

There is no such program for my Jesse or for any other deaf child. 
Jesse's present condition adds an Ironic new twist to the struggle of deaf 



adolescence. Language rich, he functions on grade level and beyond. Never 
"oral," he has never known the Isolation and the absence of family com- 
munication created by oral Ism. Never outnumbered by hearing children, nur- 
tured In a positive deaf school environment, he has never thought that his 
adequacy or success depended on how much he resembled hearing children. Now 
suddenly, his "deafness" has hit him like a truck. His "difference" has been 
an astonishing revelation to him. The world Isn't his family or deaf friends; 
the world looks upon his "difference" as a "deficit." The deaf school that 
has been his comfortable home during the school day Is boring him; the absence 
of a coherent, challenging program is diminishing him. Jesse's one mainstream 
class has -nade clear to him that his deaf shcool isn't educating him, but he 
doesn't want to leave It; he is, "conflicted." 

Jesse also knows that his family can't "fix" this, can't "fix" everything 
any more. That Is true, of course, for all children, but It Is more shat- 
tering to a signing deaf child In a signing family (to any deaf child for that 
matter). Loved, signed with, successful Jesse Is now In some ways the vict Im 
of his hard-fought and hard-won advantages! There Is no place for this aca- 
demically capable, bright, creative, bilingual deaf child that will give him 
both a full, positive deaf world and also educate him. Future options appear 
to exacerbate rather than al levlate his painful dilemma, a dilemma that Is my 
personal grief for Jesse and for all deaf children—the bitter fruit of suc- 
cess. 

i have presented you with some mighty radical views, I know. I don't 
suggest that I have the ultimate answer. But I do believe that we have the 
knowledge, the research, and the experience at this very moment to cast aside, 
energetically, what we know hasn't worked In the past. I also believe that we 
must have the courayo to try new and better ways, ways that are available at 
this very moment to provide our children better communication, language, edu- 
cational achievement, and a stronger, prouder sense of who they are. 

All deaf children—now, perhaps more than ever— will Inevitably have a 
more challenging adolescence than most hearing children because deafness Is 
difficult and adolescence Is their prime time for beginning to understand and 
experience their difference as deaf human belnga. But I believe we can make 
it easier. If deaf children are brought up to believe that their deafness is 
not something shameful that must be overcome; If they are educated in an 
environment that provides them real role models for adult Integration and suc- 
cess; If they have a lot of peers to Interact easily with; if they are pro- 
vided a first rate challenging academic education— If all these "Ifs" were In 
fact reality, the adolescence and future prospects of deaf children need not 
be substantially more awesome than anyone else's. Deaf children can be edu- 
cated so that they can take a proud place In the deaf community and the 
hear Ing wor Id. 

Certainly, some of what I proposed today Is untested and untried and some 
would take moving mounta Ins— I Ike the teacher training programs— now that's a 
mountain! But other changes would not be so difficult. I believe we can pro- 
vide deaf children the social and academic foundation they need. It will cer- 
tainly take all our strength, our will, our vision, and our courage. But the 
goal IS, after all, quite splendid— deaf human beings whose lives are not 
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"Impaired," but rather rich and whoie and fui i . That is a goal worth worlcing 
for and 1 am pleased and proud to join with you in that worlc. 
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TREATMENT OF THE 
LARGER-THAN-FAMILY SYSTEM 



MICHAEL A. HARVEY 



Cllnlclans frequently report the phenomenon of 
fruitlessly expending much time, energy, and money toward 
helping some clients achieve their goals. These clients do 
not ever seem to make significant gains; others Initially 
achieve notable gains only to suddenly regress. The clini- 
cian typically has a vague sense that this phenomenon had 
somehow been caused by outside Influences which were not 
predicted. This, m fact, appears quite Justified; for 
the usual mode! of providing services limits Its scope to 
the Individual. Many counselors do not explicitly acknow- 
ledge the critical importance of contextual variables—the 
environment in which the Individual functions—although 
the Importance of one's family is sometimes given passing 
mention. « k », 

The family therapy movement in the early 1950s expanded the perceived 
locus of a presenting problem from the Individual to the family it was 
demonstrated that any Intervention with an Individual Is not limited to 
affecting only him/her. but rather affects and Is affected by the context 
The context was understood to be the Interaction among all family members.' 
Intervent ion*''* '^""'^ appropriate unit of therapeutic 

However, it was an error to restrict the definition of context to the 
family. For as the family therapy movement became more sophisticated and suc- 
cinct, an early misconception was corrected; namely, th^t family therapy 
m,)ant to treat the family. This was fallacious. Family therapy Is not one of 
several techniques to use; one does not "do" individual or "do^ fami ly 
therapy. Rather, family therapy refers to a new way of knowing and under- 
standing human phenomena, a new "epistemology. " One understands a presenting 
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problem by examining It as a part of a wsb of other complexly Intertwined 
human relationships which are not necessarily restricted to persons within the 
fami ly . This "web" will hereafter be referred to as the ecological system. 

The ecological system of a ci.ent who Is deaf Is of^^n quantitatively and 
qualitatively different from that of a hearing client. One way of describing 
this difference Is to simply list the people. There seems to be a one-to-one 
correspondence between the several ramifications of deafness and the number 
and kinds of persons who are Involved In a deaf person's context. This web of 
Intertwined human relat lonshlps— the ecological system — frequently includes 
medlCvtl personnel (I.e., an otolaryngologist, geneticist, opthalmologist , 
neurologist, cardio' oglst , etc.), mental health personnel (clinician, psychi- 
atrist), school personnel (prinlclpal, school counselor, teacher of the deaf, 
speech/ language therapist , interpreter , notctaker) , an audlologlst , a case 
worker , an advocate, vocat lona I rehab 1 1 I tat Ion counse lor , parent consamer 
groups, deaf adults, deaf peers, etc. 

It Is significant that mz^ny of these persons also function within their 
own hierarchal bureaucracy (I.e., the state VR agency. Department of Mental 
Health, Department of Social Services, Department of Education, Medicaid 
system, S.S.I.) and thus are answerable to someone "higher up." For example, 
a school principal Is frequently obliged to Interact with a deaf student In 
accordance with the policies dictated by the respective Director of Special 
Educat Ion. 

Thus the ecological system Is both horizontal (may Include several diverse 
persons) and vertical (each person Is within a power hierarchy exerting a 
relative degree of Influence over each other). However, the extent of hori- 
zontal and vertical expanslveness of an ecological system varies over time and 
according to the content Issue being discussed with respect to the Identified 
patient. For example, the Director of Spec la' Education may exert more power 
over a decision concerning the funding of an academic placement of a deaf ado- 
lescent than would the VR counselor. However, the parents may rely more on 
the VR counselor's evaluation and authority for post-high school planning. 

The ecological system of a deaf person Is also qua I Itatlvely different 
than that of a hearing person. It Is beset by several emotionally laden 
controversies regarding communication, cultural Identity/membership Issues, 
educational methodologies, etc. These controversies are well known to prac- 
titioners In the field of deafness and will not be elaborated here. 

The movement toward an ecological perspective on deafness Is not an Iso- 
lated phenomenon. For example, Urie Bronfenbr enner 's (1979) theories about 
The Ecology of Human Developme nt have become I ncreas I ng I y Important I n the 
study and treatment of handicapped and disabled people of all kinds. His 
disciples. Jay Belsky and Carl Dunst , have demonstrated the Importance of 
treating disabilities by focusing as much on the family and the Interpersonal 
networks of disabled children as on the child per se. 

Naturally, there are also problems In these pioneering ecological efforts. 
Environmental factors have been viewed as multiple. Independent Influences, 
and from a lineal perspective. Schleslnger and Meadow (1972), for example. 
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consider the Influence of parents on the developing child. Levlne (1956) 
explores the Influence of cultural attitudes, again on the developing child . 
One asserts that child development— the dependent measure— Is simultaneously 
Influenced by several independent environmental factors. Although the 
reciprocity of Influence between the child and environment Is acknowledged, 
the emphasis remains unidirectional. It Is as If the child Is a tabula rasa, 
passively reacting to external forces. 

It Is Important to view the environment of the developing child as an 
Intricately woven fabric, with a form and an Integrity different from any spe- 
cific part. As the systemic axiom of nonsummat I vl ty maintains, "the whole Is 
greater tha»> the sum of Its parts" (Von Bertalanffy, 1968). A woven design 
owes Its form and Integrity not to the Individual colors of yarn, hut to the 
relationship among the various combinations of colors, to the overall pattern. 
Consequently, to help a disabled child one should not only consider several 
Important environmental factors, but also how these factors are related to 
each other. It Is one thing to recognize that family and school Influence a 
child. But It Is equally Important to note how the relationship between 
fami ly an d school Influences whe child, much as how the relationship between 
chl : ^ and scho ol Influences the family, and so forth. 

This ecological focus on the relationship among the various factors In the 
deaf child's environment I3 the subject of this paper. There are three sec- 
tions. The first places deafness In a broader field by Identifying some of 
the many levels of human systems which touch the development of a deaf person. 
In order to make the ecological perspective more vivid to the reader, tne 
second section describes a single deaf person and her environment. The third 
section demonstrates how structural and cyber net Ic theory help to organize an 
ecological field. 

THE MANY LEVELS OF DEAFNESS 

There are many levels of organization In human experience, from subatomic 
particle or llvlns cell, to complex organs and organ systems, to whole per- 
sons, to families, communities, cultures and larger societies. These systemic 
levels appear to be arranged hierarchically, with each level more complex than 
the one before and encompassing all those that come before It. Bronfenbrenner 
(1979) has depicted this hierarchy as "a set of nested structures, like a set 
of Russian dol Is" which are Inextr icably I Inked with one another. Most 
research studies and clinical modalities address only one or perhaps two 
levels. This practice Ignores what Minuchin (1974) refers to as a "holon"— 
that any human system (Individual or group) Is s Imul taneoul y a part and a 
whole. An Individual Is whole (complete), yet s/he Is also a part of a fami- 
ly; a family Is wnole yet 's also a part of a community. 

The effort to stop "chopping up the ecology" and to view experience from 
the perspective of many related levels of systems has been spreading from one 
field to another In recent years. For example. Urie Bronfenbrenner and his 
disciples have tried to apply this concept to the general field of child 
development and to programmatic efforts to help disabled, handicapped and 
chronical 1/ ill children. Israel Schefien (1981) presented a similar view in 
his study of the Levels of Schizophrenia . George i£ngel (1977) has insisted 
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that the entire medical paradigm is Inadequate because it focuses so heavily 
on biochemical Information to the neglect of psychological and social factors. 
His Idea that diagnosis and treatment of Illness must place Illness In a broad 
"blo-psycho-soclal field" has been Important to the recent development of 
Family Medicine and to the early efforts to establish a field of Family 
Systems Medicine. 

The following Is a brief discussion of those systemic levels which are 
most relevant to the study of deaf people. 

(1) BIOLOGICAL. Obviously, biological factors are Important. 
Here we Include the etiology of deafness, the age of onset, the 
degree of hearing loss, the rate of hearing loss, pronnosis for con- 
tinued hearing loss or gain, the configuration of the audiogram 
across the speech range, and the amount of residual hearing. 
Furthermore, there may be related medical conditions and/or disabili- 
ties, depending on etiologic factors. 

(2) PSYCHOLOGICAL. The particular characteristics of an Indi- 
vidual person have a great Influence on how he or she adapts to deaf- 
ness and on how deafness Is treated by his/her family, school and 
greater society. While deaf children may well pass through some com- 
mon and Identifiable stages cf development, each will do so In a 
unique way which fs determined by his or her personality. This Idea 
of personality can be further refined by discussing cognitive, behav- 
ioral and emotional elements. For example, a child who thinks that 
deafness Is severely limiting will develop differently than a child 
who does not. An adult who considers him/herself deaf — as Indicating 
a cultural affiliation, a source of pride and strength, membership In 
the deaf community — will obviously think, feel, and behave dif- 
ferently than one who considers him/herself — as simply disabled. 
Behavioral responses at each developmental stage, such as the degree 
of success at achieving Independence, also become central to the 
psychological makeup of the deaf child. 

(3) FAMILY. The family Is the main environment for the devel- 
oping child, particularly the young child. Its behavioral patterns, 
concepts about deafness, emotional responses to deafness. Interac- 
tions with the deaf child, etc., all have powerful Influences on the 
child. Furthermore, family development Is powerfully influenced by 
the deaf child and by the demands of raising a deaf child In this 
society. In this sense, the deaf child Influences everything, from 
the use of time and space to financial arrangements, travel patterns, 
patterns of communications among all family members, and to the 
family's Image of Itself — as well or not well, competent or Incom- 
petent, nurturant or not nurturant. The deaf child Influences, and 
Is influenced by, hearing siblings, grandparents, and extended family 
members. 

(4) PROFESSIONAL. As with virtually all disabled or chronically 
III people, many deaf clients have extensive and often Intense rela- 
t ionsh Ips with a number of profess lona I systems. These I nc lude 
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school and medical systems and other service agencies, like the state 
vocational rehabilitation commission, state department of mental 
health, etc.. These professional systems can be more or less rele- 
vant at different stages of the deaf person's life. For example 
physicians tend to be Important early on and remain Important for a 
while, but school systems later becor^ the most Influential The 
conflict among educators of the deaf concerning the appropriate mode 
of communication In the classroom— the "oral-manual debate"— Is a 
we 1 1 known example. 

Professional systems and their relationships with family members 
become patterned over time and therefore exert an ongoing Influence 
on the family. For example, parents often differ In their attitude 
toward plans for their deaf child, and a particular professional's 
advice can tip tne scales. Continued support for one parent's posi- 
tion can exacerbate the spl I t between the parents. Alternately con- 
tinued support and guidance toward the child can undermine parental 
authority, as when a psychotherapist exclusively meets with the child 
—the Identified patient. The undermining of parental authority also 
frequently emerges In the relationship among schools, parents and 
children, and schools and parents often compete about who Is In 
charge. 

The Interpersonal patterns which emerge between parents and pro- 
fessionals may become so powerful that the boundary between the two 
systems virtually disappears. Therapeutic efforts to help the deaf 
child and his/her family are frequently Impossible unless the ways 
that professional systems reinforce family patterns, and vice versa 
are also addressed. 

(5) INFORMAL NETWORKS. Informal networks made up of friends and 
extended family members can exert strong Influences on family devel- 
opment and thereby on the development of the Individual deaf child. 
The simple amount of support parents receive may determine how well 
they cope with the extra demands a deaf child may place on them. But 
networks may piay more compiex functions In much the same way that 
professlonais do. I.e., supporting or opposing American Sign 
Language, "malnstreaming, " or supporting one parent over another. 
Networks, like professionals, reinforce functional and dsyfunct lonal 
family patterns. informal networks of deaf people play a major role 
In the development of deaf Individuals. A typical situation, for 
exampie, may have non-slgning parents, supported by a school system 
and their friends, finding themselves Increasingly opposed by a 
teenage child who has finally found support for his emerging deaf 
Identity from his signing deaf friends. This battle between parents 
and child may take on an even more Intense quality than usual and 
resolution may be more difficult, because both sides' positions are 
"locked In" by their respective .-.ctworks. On the other hand, the 
developmental task of adolescence— to Individuate from the family- 
may be made easier for the adolescent by the existence of strong peer 
networks. Similarly, parental networks may help parents through this 
rocky period. Thus, networks are important to consider, as they have 
many differnet Influences on other systemic levels. 
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(6) CULTURAL AND POLITICAL. The way that a particular culture 
or subculture views deafness and, through Its political process, tha 
way that a culture provides for deaf children i.as a major Influence 
on *i development of each child. The efforts of the nearlng culture 
to disband residential schools for the deaf, banish the use of 
American Sign Language, forbid deaf marriages, and even seek to 
sterilize deaf people, are some of the most poignant Illustrations of 
the Imagery of the predominant culture (Lane, 1984). Many deaf pe*-- 
sons have I ncorporated an etnnocentr I c cul tura I d I ctum to act 
"normal" — which t' -^y define to be like hearing peop!-^~and thus spend 
much of their lives pretending to understand oral communications, 
frequently terrified that someona will discover t.«elr secret. The 
Impact of culture on a deaf child's celf-esteem Is apparent. As 
Frank Bowe (1973), himself deaf, puts It, "The deaf child Is typi- 
cally bombarded with "can't, can't, can't." The result Is the deaf 
adult who believes It. I was brought up with "can, can, can." it 
took me 20 years to believe It." 

AN ILLUSTRATIVE CASE 

In order to describe the multiple levels of systems which are Inextricably 
involveo In the lives of many deaf persons whom we see In treatment, and to 
ground ecological concepts In ordinary reality, we offer an Illustrative case. 

We begin with Susan, age 19 years. She has a congenital, severe to pro- 
found, bilateral, sensorineural hearing loss. The etiology of her deafness 
Is maternal rubella. Susan also has a mild cardiac abnormal I ' and "sot ^ 
neurological dysfunction," both secondary to the rubella sy idromo. In addi- 
tion to an annual audlologlcal check-up, Susan's mother brings her on occa- 
sional visits to cardiologists and neurologists for monitoring. 

Susan is the -eldest of three siblings of an Intact family. Her speech is 
barely Intelligible and, similar to most prellngually and profoundly deaf 
persons, speech reading Is quite Ineffective for her. Susan's primary and 
preferred mr.do of communication Is American Sign Language. Since her family 
does noL sign, Sasan cannot understand most of the Informal discussion In the 
household. Important discussions are equally diffcult unless directed at her, 
and then she often understands only a small amount. When asked whether one 
understands , she e I ther shrugs her shou I ders or pretends to understand by 
nodding her head. Susan, however, does not need to pretend with her deaf 
friends; they easiiy communicate via ASL. She ti.us gravitates toward them. 

Her mother. Ann, notices that Susan Is "withdrawing too much," that b •> 
seems to be losing her fiuency with speech and is not doing her homework. Ann 
believes that these changes are due to Susan's depression. "She can't accept 
her deafness." Ann tries to discuss this observation whith her husband. Bill, 
who Is impatient with the Idea of depression. He dismisses it critically and 
lectures Ann about being overprotect 1 ve. According to Bill, Susan Is "simply 
lazy" and Ann's concern is making the laziness worse. The arguement that 
ensues if so common as to be ritualistic in their marriage. 

One of the ways that Ann tries to take care of herself is to belong to a 
support group for parents of deaf children, which, as usual, is composed 
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almost entirely of women. Mnn does feel supported by these women, and ^r 
view of Susan, BIN, and other aspects of raising a deaf child with an uno.>p- 
portlve husband are validated. Bill finds himself spending more time at work 
and, on occasion, going out with some friends to a ball game. While he does 
not Hiscuss the dom^-^tic situation in any detail, he does make cryptic 
references to Susan and to Ann's "coddling," which brings sympathetic nods 
from the others. In this way. Bill and Ann consolidate their positions and 
their feelings of martyrdom. They also consolidate their disengagement from 
each other. 

Feeling abandoned by her husband, Ann also seeks consolation and support 
from her son, John, who is 4 years younger than Susan. Together, Ann and John 
approach Susan, half compassionately and half scoldlngly, to say that she 
"should stop moping around." Susan feels Infantillzed by this strategy and 
believes that they are ganging up on her. As a result, she becomes sullen and 
more withdrr n. 

At the sarie time, Susan's grades are In decline. Ann calls her school, 
which is a specialized day program for deaf children within a regular high 
school. Ann and the program director are already In an ongoing struggle, with 
Ann insisting that the school should mandate more speech therapy for Susan and 
the director finding Ann's concerns unreasonable. As a matter of fact, the 
director has tacitly agreed with :;usan's teacher to "forget" to remind Susan 
to attend «xtra speech therapy. Susan compiles because of her own sense of 
futility v ch speech. During several meetings with the program director, the 
teacher and a school counselor, Ann accuses them of being incompetent: "Why 
Is Susan reading at a fourth grade level?" she asks. The director's response 
to Ann's accusations Is to describe In detail how Susan Is "acting out" In 
school. He recommends family therapy with a therapist who understands and 
uses Sign Language, thus trading accusation for accusation with Ann. 

'•'Ithin the school system .tself, the mainstream teacher, who does not 
i "Stand about deafness nor about appropriate support services, repeatealy 
requests the Interpreter/tutor to discipline Susan when she misbehaves In 
class. This, the t'ltor feels. Is an Inappropriate and demeaning request, and 
she covertly refuses to comply, instead, she discuss with Susan "how It feels 
to be deaf In a hearing world." As Susan continues to disrupt the class, the 
Interpreter/tutor complains to the director of the deaf program about the 
mainstream teacher. The director and mainstream teacher argue. As with Ann 
and the director, hut In reverse, sides are drawn. with conflict raging 
around her, Susan continues to act out at school and at home. 

As complicated a<^ this situation already is. It goes further. Ar.n is 
upset and angry with the director of the deaf program and, instead of jolnlig 
him In a team effort to discipline Susan, calls the director of special educa- 
tlon In their city. She complains about the program and Inquires about other 
programs. Furthermore, this time sne Is angry enough to call other parents. 
#lth trouble brewing, the director of special education calls the program 
director to suggest programmatic modifications and to "offer some constructive 
criticism of the currlculm and the faculty.** The program director then yells 
at Susan directly, rather than through the teachers. Susan's behavior 
worsens. 
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Susan's problems are now undeniable, and Ann does Initiate psychotherapy 
for her but with a cllnlcan of her choice and with an Individual format . The 
therapist neither signs nor has much experience with deafness. He meets with 
Susan with all good Intentions, Is careful to talk loudly and with exaggerated 
lip movements. This, of course, make speechreading more difficult. He 
disagnoses Susan as depressed and elaborates that "she has not yet come to 
terms with her deafness.'* He goes on the say that "she Is Impulsive, egocen- 
tric, and has difficulty Introspecting since she Is unable to understand 
abstract concepts," such as those he had tried to explain to her. Thus, he 
strongly recommends long-term individual psychotherapy, to begin prior to 
post-high school placement. This, he advices, "would improve her self-esteem 
as a deaf person. She is not yet reedy to function in a hearing environment ." 
In addition, he suggests psychotropic medication and a psychiatrist who will 
deal with that. The psychiatrist prescribes an ant i-drepressant . Ann and 
Susan comply with the recommendations. 

All of ;Se proceedings are upsetting to Bill, Susan's father. He views 
the therapisc's assessment as colluding with Ann against him. He Is also much 
more concerned with Susan's ability to get a job in the future. "That's what 
we should focus on," he insists. "A Job will make her independent." 
Accordingly, Bill contacts the vocational rehabi 1 itat ion counselor for the 
deaf — "RCD" — with whom Susan has been meeting since she turned 17. The RCD 
had referred her to be evaluated at a specialized vocational evaluation center 
for deaf people. Based on their evaluation, the RCD advises that "Susan would 
benefit from vocational training in a deaf envltonment , with deaf peers and 
role models who use Sign Language . . . This piact..ient should be away from 
her parents in order to encourage independence." Consistent with the tradi- 
tional method of providing vocational rehabilitation services, the RCD had 
limited his contact and Intervention primarily to the individual deaf client. 
BIN approves of the RCD's suggestions. Ann, however, sees them as colluding 
with her husband against her. The pitched battles continue, augmented with 
Increasing numbers of experts, and placing wusan In the middle. 

Susan ''^ escalating depression and identity confusion, fueled by so many 
people speaking for her, soon alarm the individual therapist, who seeks the 
help of another «.nerapist, fluent in Sign Language, experienced In working 
with deaf people, and capable of meeting with the whole family. in h(s 
referral, the individual therapist Indicates that Susan has made no progress, 
partly because her parents provide little support. The family therapist 
compiles with the referral and commences meetings. But the family therapist 
rapidly reaches a similar impac>se. The family seems Immovable and soon begins 
to miss aopointments because of "car trouble" and other such rationalizations. 

Both the VR counselor and the individual ^ini family therapists had con- 
ceived the scope of the problem too narrowly. Each failed to place the 
problems in the broad ecjioglcal system which had developed around efforts to 
h3ip Susan. As a result, each provider soon Telt vlthout adequate resources 
and, after trying interventions suited primarily to smaller treatment units, 
each encountered control struggles with the clients. 
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This scenario reminds us of a tangled up garden hose that somehow keeps 
twisting and turning and becoming more entangled. While It Is apparent that 
the eco-system Is Important In the maintenance of Susan's presenting problem. 
It seems overwhelming to cogently "unravel the hose." it Is clear that a 
model (s) Is needed from which the clinician can understand the functioning of 
the eco-system and thus make effective Interventions. Toward that end, we 
will briefly describe Ideas of "nested structures," of Structural Family 
Therapy, and of cybernetics. 

First, let u** turn to the "nested structures" of the blo-psycho-socia I 
field. v.e notea that Susan was congenital ly deaf as a result of rubella. 
Psychological testing describes Susan as depressed, concrete, and filled with 
denial about the long-term meaning of her disability, in her family, concern 
for Susan's deafness and multiple needs tends tc "detour" or modulate the 
fighting between her parents. The parents grow apart and find support In 
groups outside the family: for the mother It Is a formal support group; for 
the father It Is his cronies. In addition, Susan's behavioral and cognitive 
difficulties at school exaggerate the structure of alliances In the family and 
e::acerbate the confllc* between her parents. Professionals are consistent and 
profound actors In the family drama and also serve to shape and reinforce 
family alliances. The professionals are frequently In conflict with each 
other— as exemplified by the members of the educational subsystem—or may be 
disengaged, as exemplified by the minimal Interaction between the school per- 
sonnel and clinicians. The unresolved cultural conflict about deaf people 
which Is played out aroui.d the Issues of Sign Language, deaf and hearing 
cultures, and ma Inst ream I ng versus residential schools, has an Immed ate and 
ongoing impact on Susan's psychological functioning and relationships with 
parents, teachers, and school administrators. And Susan's Individual and 
Interpersonal functioning. In turn, affects the cultural variables. Her be- 
havior serves as further evidence to the culture that deaf persons are emo- 
t lona My lab I le. 

While It Is Interesting to see how generally Intertwined these system 
levels are. It is Important to try to be more specific a*^out how the levels are 
related to one another. Without naming it, we have already begun to explore 
the value of Structural Family Therapy (MInuchIn, 1974) in descrl*jlng the 
ecology of deafness. Structural Family Therapy (SFT) focuses on patterns of 
behavior which reinforce dysfunctional activities, like Susan's "acting out" 
at school. To diagnose In SFT Is to locate a "presenting problem" In the 
Interpersonal field, and the.n to "rest* ucture" that field to free the troubled 
person from having to produce the troubling behavior. If, for example, 
Susan's acting out seems to detour fighting between her parents— tha' Is, If 
they focus on her rather than let th^ir fighting get out of hand—and If Susan 
lends herself to this activity by Jtting Into trouble, then a Structural 
therapist would try to help the parents to continue their own .Ight without 
Susan. If they could resolve their own conflicts, then Susan's "acting out" 
would cease to be functional, and she would free to behave differently. If 
the parents had alliances among extended family anvi professionals which Inter- 
fered with the resolution of their fight, the Structural therapist would try 
to Intervene In a broader field In order to release Susan from her "acting 
out." 
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From an SFT perspective, with Its Imp I let prescriptions for clinical 
Intervention, there are a number of observations we can make about Susan and 
her f am My: 

(1) Susan's problems appear to modulate conflict between her parents 
by keeping the focus on her. On the other hand, her problems 
may be said to keep the parents apart. Focusing on her stops 
her parents from dealing directly with, and perhaps resolving. 
Issues of Intimacy, antonomy, and power. 

(2) Boundaries appear to be porous. Susan's problems Intrude on the 
marital relationship. Susan's younger brother Is encouraged to 
comment on her psycho log I ca I stat 9 . Educat lona I profess I ona I s 
are brought Into the ^^amlly to bolster various opinions and 
a I I lances. 

(3) Coalltlonal structures seem to predominate. Within the family 
this may be seen In mother's alliance with John against Susan 
and In mother's alliance with Susan against father. Both father 
and mother enlist professionals against each other. At the same 
time, Ann Joins or Is enlisted by various professionals against 
other professionals, thus Increasing rifts — for example, between 
"regular** and **speclar* educators. 

A Structural Family Therapist delineates how Susan Is triangulated Into 
all of these shifting coalitions, conflicts, and alliances. Using the bio- 
psychosocial hierarchy as a guide, s/he also carefully maps the structural 
position of any additional subsystems not already mentioned: medical person- 
nel, clinicians. Informal networks, and cultural Influences. After this 
diagnostic process Is completed, the therapist tries to restructure the eco- 
logical system In order to release Susan from acting out. Coalitions may be 
blocked; for example, all one-to-one relationships would be encouraged. 
HlerarchSss would be repaired. Parents and professionals would be encouraged 
to monitor their boundaries more closely. 

Structural Family Therapy provides a well ordered and practical framework 
with which to organize the myriad of data that confront and often threaten to 
overwhelm the clinician. This Is particularly Important when clinical dilem- 
mas revolve arourd handicapped or chronically III people, whose symptoms 
attract a large, enduring ecosystem. However, the strength of SFT Is also its 
limitation. It tends to create a static picture and to neglect change and 
development while emphasizing the present. 

A cybernetic perspective Is more concerned with the dynamic qualities of 
how systems co-evolve over time. What appears f^tat^c from the SFT perspective 
appears dynamic from the cybernetic perspective. Specifically, cybernetic 
theory posits that i'/Ing systems maintain their form through processes of 
change. Keeney (v 3) 1 1 lustrates ^hfs relat lonship by descr Ibing the 
tightrope walker who ...akes frequent adju^^t^f^nts In order to aumeve balance on 
the h'^h wire. 

Co-evolution describes the constantly changing, reciprocal reiat lonshlps 
which occur within and between systemic levels the b lo-psycho-socia I field. 
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the ecology, wiia-. happens at one I eve I —how It evolves— Is related to what 
happens at another level. For example, a change In the physical symptoms of a 
given child (at the biological level) would be related to a change In how the 
child feels (the psychological level), which Is related to a change In how the 
parents relate to each other (the family level), which is related to a change 
In how the professionals relate (the professional level), etc.. All of these 
levels are said to co-evolve with each other. 

Consider the ecology which Includes Susan. We can list several examples 
of co-evolut lonary relationships: 

(1) The more Intense the conflict among the educators (professional 
level), the more Susan Impulsively acts out (psychological 
level). 

(2) An Increased level of conflict among the parents (family level) 
Is related Increased polarization between tha clinician, who 
supports hearing norms, and the VR counselor, who supports deaf 
norms (professional level;. 

(3) The inore Susan's deaf peers support deaf pride (Informal net- 
work level), the more Susan rebels at home (family level), and 
the more the deaf community Is strengthened (cultural level). 

(4) The hearing culture pathologlz Ing deafness (cultural evel) Is 
related to Ann's parent support group advocaMng oral Ism 
(Informal network level); which Is related to professionals 
advising Susan's parents against signing ^professional level); 
Is related to linguistic misunderstandings wl iln the family 
(family level); which is related to Increased egocentric and 
Impulslve-I Ike behavior by Susan (psychological level); which is 
related to Susan exper lencing Increased stress, physical ly 
manifested by Increased release of adrenocorticotropic hormone 
(biological level) . 



The complexity of this case becomes obvious, but not because It Is unusual. 

In fact, this case should be all too famllar to professionals In ^he field of 

deafness. It is complex only because symptomatic behavior Is viewed In a 
broader context . 



It Is Clear that a heuristic tool Is needed which would represent the co- 
evolutionary relationships more concisely and In a manner useful to the cllnl- 
can for diagnosis and treatment. Cybernetic theory uses the recursive cycle 
for this purpose. A recursive cycle Is a dynamic. Interactional sequence 
which exchanges and processes Information, Including Imformatlon about a given 
person's symptom(s). The symptom(s) may Indeed be embedded In the recursive 
cycle, which is repetitive, much like a homeostatic feedback loop. But cyber- 
netic theory underscores the recursive cycle's capacity to change and evolve 
In response t internal and/or external forces. Recursive cycles help main- 
tain the ba . form of a system and. In fact, help reinforce symptomatic 
behavior. The clinician can "track" the discreet steps embedded In the cycle 
as ar. aid In understanding "the dance" of a system. 
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For example, wc can arbitrarily begin with Ann and Bill arguing about 
Susan. As their argument reaches a specific I eve! of intensity. Bill pulls 
In his friends and the rehabilitation counselor against Ann. Ann, n turn, 
pulls In her support group, special education director, an J individual thera- 
pist against Bill. The professionals, having been triangulated Into the 
conflict, begin to enact their own disagreements, turf Issues, etc., and/or 
simply do not Initiate contact with each other. Susan then acts out more. 
Her behavior confirms the cultural sterotype of deafness and. In particular, 
confirms her parents' views of her. They then attend to Susan, In an attempt 
to calm her down. After a period of relative quiescence. Bill and Ann again 
begin to argue about Susan. And this cycle repeats Itself. 

This recursive cycle contains six discrete steps which transmit and pro- 
cess Information, I.e., Information about Susan . It Is Important to note that 
Susan's behavior and the resultant labelling and thus relflcatlon of her 
psychiatric symptoms by parents, professionals, culture, etc.. Is quite 
entrenched In this Interplay of the ecological relationships. Although the 
steps and events In the cycle constantly change, frequently such changes are 
Imperceptable, and thus the recursive cycle may appear circular — that Is, 
unchanging. 

The family therapist must Interrupt this recursive cycle, using the 
plethora of Intervention strategies which have been described In the family 
therapy literature. In order to effectively Intervene In all levels of the 
blo-psychosoclal hiearchy, the clinician must have a thorough knowledge about 
both systems theory and deafness. Further explanation on Intervention Is 
beyond the scope of this paper and will be described In subsequent papers. 

CONCLUSION 

In this paper I have described how the exchange of Information which 
occurs with the ecology of deafness includes the relflcatlon of Susan's 
symptoms ; namely, the assertion that her symptoms, and those of other deaf 
clients described In the professional literature, are manifestations of Inter- 
nal pathology. This Is an extremely limited view. Rather, Susan's constel- 
lation of character traits may partly be seen as a relationship metaplior, a 
communication about relationships. The act of labelling symptoms Is embedded 
In a complex set of dynamic relationships, both within and between levels of 
the blo-psycho-soclal field. Both the symptomatic behavior and the particular 
ecological field In vfhich It Is embedded develop or evolve together. They are 
essentially Inseparable; one cannot exist without the other. 

Therefore, It is fallacious to assume a priori that Intervention should be 
directed towara the individual, or toward the family. It Is not that simple. 
There are frequently non-family persons/agencies who strongly influence, and 
who are Influenced by, the ecology including the deaf person, it Is often the 
case that the presenting problem Is actively maintained by a series of dys- 
functional Interact loiis among the "helpers'' at all levels of the blo-psycho- 
soclal field. 
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THE RUBELLA BABIES AS PARENTS 



ILENE MINER 



The Rubella babies of the epidemic of 1963-1965 are 
P;";®"*^' ^^^'"9 the same proNems of unemployment, 
undereducatlon. and underemployment as their hearing ado- 
lescent parent counterparts. y « « 

Among the 450 deaf patients served by Bellevue 
Hospital (New York City) are 13 "Rubella mothers'" 44 young 
women of the sar.ie age who have not had children and 32 
Older mothers. The young mot.iers have largely left school 
cannot read, are dependent on social security and have no 
p ?enth<i'd Literature relevant to adolescen? 

parenthood is reviewed as are suggestions for program 
development. ..npliclt in the findings is the need 'for 

♦ hn« k''''''®^* *° ^^""^ ^---vlces and counseling for 

those Who may see motherhood as an easy road to adulthood 
or those who may wish to avoid pregnancy. 

The Rubella babies of the epidemic of 1963-1965 are entering a new phase 
a rJJ.v\'n"^7'"? providers with new challenges anS d I f f ! cu m es 

b^r^grresctnt^parV^t's'^. ^^^'^'"^ — ^-es'"?: 

York^cllt'f .n"'"'!",^*"*^'' " ' '2°° -""n'c'Pal hospital located in New 

York City s Dorough of Manhattan. Patients served are primarily Hlsoan c 
reside m lower Manhattan. Services for deaf patients of J. 
delivered through staff from the Pediatric Resource Center ' T e Pediat?!: 

nro;og%^rm;to^v-:t;^-;r/^ .r w^^rT r 

P^rig?iri%::;'/d ri';e\:::?airsrs^'^*^'^^^ - .ociar^Jorkr-^'nJtlltto-n 
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Because there are only three hospitals with services for deaf patients, 
two of which are voluntary hospitals serving only Medicaid patients or those 
who can afford to pay, Bellevue has a large number of deaf patients enrolled, 
close to 500 patients of all ages. Patients live In all five boroughs of New 
York City and several surrounding counties and some travel one and a half 
hours to their appointments. There are 35 to 50 patient visits a week; about 
1/2 to 1/3 of these visits are for medical purposes; the rest are for family 
problems, school problems, concrete services, and related assistance. 

Enrolled in the program are 45 deaf mothers— with children below the age 

of 13 — who have a total of 74 children. Thirteen of ti.e 45 mothers, who are 

between the ages of 19 and 22, have a total of 20 children. All but 3 of the 
45 mothers are Black or Hispanic. 

For purposes of clarity, "Rubella Babies as Parents" refers to deaf 
women, ages 19-22, born during the Rubella epidemic (I.e., during the years 
1963-65) who have borne children before they would have finished secondary 
school at age 21. They are of course not all deaf from maternal Rubella, 
because for some It was not possible to obtain the etiology of their deafness. 

ADOLESCENCE 

Before examining Issues related to adolescent parenting. It Is important 
to look at adolescence, the period of time between puberty and the achievement 
of adult status. It Is a dynamic process Involving biologic growt*^, cognitive 
growth, and the psychosocial process Itself. Some authors have found It con- 
venient to divide adolescence Into three periods: early, middle, and late. 
For Instance, according to Hofmann, 

The rap Idly deve lop I ng phys I ca I changes I n ear I y ado I escenti^ focus 
their attention on their bodies; they become narcissistic. They test 
the limits of their Independence but create no conflicts over con- 
trol. In completing 95X of adult growth. Mid adolescents have estab- 
lished a new body Image; abstract thoughc begins to emerge, and they 
steep themse'ves in fantasy and idealism. The major struggle for 
emancipation develops, and the Influence of the peer group attains 
major proportions. Late adolescents have emancipated themselves and 
established Intellectual and sexual identities and for the first time 
face major decisions that have long lasting consequences (Hofmznn, 
1983, p. 7). 

To successfully complete the transition from child to adult, an adolescent 
must have established himself as an independent person within the family, have 
developed his own value system and a secure and consistent sense of self, have 
an Identity as an adult rather than a child, be capable of mutuality and 
reciprocity in relationships and be contemplating and planning for a func^ 
tlonal place In society, i.e., work (see also Appendices 1, 2, & 3), 

These tasks of adolescence are formidable and not always achievable. The 
transition from child to adult Is often difficult and the process does not 
arbitrarily end at age 21. The period of adolescence may be more difficult 
and fraught with problems for the deaf teen who has the task of establishing 
his Identity as a deaf adult who lives in a bicultural world. 
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The deaf adolescent at age ^^ is often just finishing his secondary educa- 
tion while his hearing counterpart has already spent three years in college or 
at work. He may well have grown up In a world that was sheltered but was 
without role models. As the deaf adolescent leaves the protection of school, 
his sense of trust may receive "Innumerable jolts as he repeatedly meets 
others who do not accept his deficit, who appear fearful in joint human 
endeavor, who Idolize a normalcy he cannot achieve Instead of cultivating his 
unique areas of competency" (Scheslinger & Meadow, 1972, p. 21). 

This Is often a time of tremendous family stress especially in families 
Where the denial of deafness and its implications has remained intact for so 
long. "The generation gap may become an insurmountable chasm If the ado- 
lescent rejects the hearing world of his parents and if the parents reject the 
deaf world of the child" (Scheslinger & Meadow, 1972, p. 23). This Is the 
unfortunate situation In nearly all of the families of our patients. None of 
the parents can communicate comfortably with their adolescent or adult deaf 
Chi Idren. 

The effects of this denial of deafness are tragic. 

Consequently parents and deaf children do not Interact much. The 
deaf child Is an isola.e in his own home . . . One effect of the 
den I a I of commun I cat ion and accompany i ng stress i s under educat i on . 
Deaf children have the same IQ as hearing children, yet 35% are func- 
tionally Illiterate when they leave school. Sixty percent test at 
fifth grade or below. Only 5% of deaf children when they leave 
school at 16 or older test at tenth grade or above. An obvious 
corollary of this undereducat ion is unemployment and underemployment 
(Vernon, 1976, p. 160). 

The deaf patients who use Bellevue's services are largely Black and 
Hispanic. The issues of undereducat Ion, unemployment, and underemployment are 
compounded for the minority deaf person. A full discussion of being Hispanic 
and Deaf or Black and Deaf Is not within the scope of this paper. These 
Issues have, however, been addressed in two books. Black and Deaf In America 
by Ernest Halrston and Linwood Smith and The Hispanic Deaf edited by Gilbert 
Delgado. Suffice It to say that discrimination and prejudice exist in our 
soclety-at-large, the results cf which can be seen in educational performance 
and employment patterns among minority deaf persons. Responses to the 
learning needs of the Black and Hispanic deaf child remain Inadequate. 

The Issues of undereducat ion, underemployment, and unemployment surface 
again when looking at the phenomenon of the adolescent parent. 

ADOLESCENT PARENTHOOD 

The difficulties of adolescent parenting are well-knowr. "In 1975, for 
example, 220,000 women age 17 and younger became mothers, many thereby 
ensuring for themselves bleak futures marked by truncated education. Inade- 
quate vocational training, economic dependency and poverty, large single 
parent families, and social isolation" fPhlpps-Yonas, 198u, p. 403). AM of 
these situations impact upon each other. 
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Teenage mothers often do not finish high school. "Pregnancy Is the most 
comnon reason for girls falling to complete high school, with some 50-67% of 
the female dropouts being pregnant" (Phlpps-Yonas, 1980, p. 403). Most of 
these girls do not return to school. Many of them were probably already at 
risk for leaving school prior to becomlny pregnant and deciding to keep the 
baby. There Is Indication that patients who carry to term have had worse 
grades and more academic difficulties than patients who choose to abort 
(Olson, 1980, p. 435). 

The Impact of this low educational achievement Is evident In two main 
areas: ability to parent well and future occupational opportunity. "Low 
levels of education may also be associated with a lack of knowledge of child 
development, leading some mothers to have unrealistic expectations of their 
children and low tolerance of children's behavior problems" (KInard & 
Re I nher z , 1984 , p . 59) . Th I s sets up a s i tuat I on wh I ch c I ose I y para II e I s 
characteristics seen In abusing and maltreating parents. 

That young parents are Ignorant of child development issues and child care 
issues Is extremely Important. The parent who has not yet completed her own 
developmental tasks, the parent who still needs nurturing will find It hard to 
adequately nurture her child. "Many of the teenagers studied had unrealistic 
expectations of a newborn. Imagining the baby to be like a doll or toy. Her 
wishes that Infa-'it will fulfill her own needs may make It more difficult for 
the teenager to accept the newborn's Individuality" (Wise & Grossman, 1980, 
p. 445). 

All parents go through adjustment upon assuming this role, but the teen 
parent, with her unrealistic expectations for the child, low educational 
achievement, general lack of knowledge about child care, and fewer options for 
future success. Is clearly at risk for a less than adequate adjustment. There 
is ". . . convincing evidence that a significant number of teenage mothers are 
emotionally and Intellectually Ill-prepared for their maternal role and fare 
poorly In that regard" (PUpps-Yonas, 1980, p. 416). 

Leaving school early combined with motht*^.iood leads frequently to a depen- 
dency on the welfare system. "Early chlldbearing Is also predictive of less 
prestigious Jobs, which both pay poorly and provide little Job satisfaction to 
the holder ... This poor employment prognosis probably explains another 
common outcome for the teenage chlldbearer, dependency on welfare . . . While 
only 35% of the general population of women were mothers before the age of 20, 
this was true for 61% of women receiving welfare" (Ph Ipps-Yonas , 1980, p. 
414). 

There Is, given the very real life problems faced by adolescent parents, 
reason to consider the risk of child abuse and maltreatment. Child abuse 
literature provides conflicting evidence. While some researchers found no 
evidence of association between parental age and child abuse, others report an 
unusually high proportion of teen mothers In abusing families (KInard & 
Klerman, 1980, p. 482). Neither group has any record of success to build upon 
and both have a limited repertoire of coping mechanisms from which to handle 
stress. 




68 



Si 



Both groups, abusers/mal treaters and the adolescent parents, have lives 
characterized by stress. Isolation and poor educational achievement. They 
are often unemployed or underemployed because lack of skills and have fewer 
options open to them. Knowledge of child care and child development Is 
lacking and both often have unrealistic expectations of their children. "This 
finding of association between maternal age and the serious mistreatment of 
young children . . . demonstrates strikingly the very real and very negative 
outcomes that many children of adolescent mothers face. They are clearly a 
group at risk" (Phlpps-Yonas, 1980, p. 429). 

Clear ly, adolescent parents require more service and intervent Ion than 
older mothers who may already have experienced positive successes In their 
I Ives. 

PARENT POPULATION 

The population for the purpose of this paper Is comprised of 132 women 
between the ages of 16 and 40 who were referred to the hospital for medical or 
social needs by agencies, schools, their friends or who were se I f-referred and 
who came to the hospital Independently, I.e., without parent or caretaker. 

This Is an overwhelmingly minority population; 90.9% of the patients are 
Hispanic and Black (see Table 1). This Is also true for women, ages 19-22, 
who are the Rubella epidemic generation; In this group only 3 out of 57 are 
not Hispanic or Black (see Table 2). 

TABLE 1 
Age and Ethnicity 



AGE 


HISPANIC 


WHITE 
OR 1 ENTAL 


BLACK 


TOTAL 


TOTAL % 


< 19 


7 


0 


4 


11 


8.3 


19-22 


34 


3 


20 


57 


43.2 


2b-26 


17 


1 


9 


27 


20.4 


27-30 


13 


4 


2 


19 


14 


> 3C 


9 


4 


5 


18 


13.(5 




TOTAL 


80 


12 


40 


132 




TOTAL % 


60.6 


9.1 


30.3 




100% 



TABLE 2 



19 - 22 Year Old Patients 
Motherhood Status and Ethnicity 



H I SPAN I C WH I TE/ BLACK TOTAL 
OR lENTAL 



MOTHER 9 0 4 13 

NOT MOTHER 26 3 15 44 



TOTAL 35 3 19 57 

Mean age at first birth was 18.5 fo"* the Rubella epidemic age groi.j and 
24.2 for the older mothers. Of course the mean age of the Pubella group will 
Increase as time goes on and the population of mothers h.creases. Babies 
r'^'^ge In age from a few months to 5 years of age ''^ut most are between ages 
one and three. 

Most of the 132 women are the only deaf member of their families; only 10 
women have deaf parents, siblings, or children. Four ^omen have deaf 
children. AM of the Rubella epidemic age mothers are the only aeaf members 
of their families and have hearing children. None of the hearing families of 
these Rubella age mothers knows sign language; yet all of these mothers use 
sign as their primary mode of communication. 

Although report? are optimistic about numbers o^ hearing parents of deaf 
children learning to sign, this is not visible in our patient population. 
Communication problems at home arj often mentioned by ail women still living 
with their families of origin. 

LIVING ARRANGEMENTS 

Young women *vho are pregnant believe that becoming a mother confers 
ins antaneous adult status upon thim, never quite thinking through how early 
parenthood leads often to i art her dependency upon and need for help from their 
own mothers. Of our group of l.'i mot*- rs, 9 continue to live with their own 
mothers. Two live In apartments with their husbands and children. One young 
mother, father and baby are homeless and are currently staying in a welfare 
hotel. The last lives with her husband but their child was removed by Welfare 
Court after he suffered a broken a. i at age 3 months and severe burns 
requiring several plastic surgery procf3du*^es at age 9 months (see Table 3). 
This one situation Is one of the worst cases of abrse this author has seen. 

This is the only reported jase of child abuse or neglect In this group of 
13 young mothers. In the older group of 32 mothers, there wer 3 reported 
c^ses of neglect, 2 In which mothers were abusing alcohol ario ^ne in which 
urgent medical care for a child was not attended to. Those three situations 
were resolved and their cases with Child Protective Services were closed. 
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TABLE 3 

Mothers and Their Living Arrangements 

AGE AGE 





19-22 


>22 


TOTAL 


Living with 
FamI ly of Origin 


9 


6 


15 


Living 

Independent ly 


4 


26 


30 


TOTAL 


IS 


32 


45 


SCHOOL AND TRAINING STATUS 









Adolescent mothers tend to leave school and not return. In our group of 
13 rubella epidemic age mothers, 11 are neither In school r.or In training. 
Of the remaining two, one Is working, and one returned to school (see Table 
4). The one who returned to school Is In a class for "slow learners." 



TABLE 4 

Patients Age It -22 
Education or Employment Status 



WORK OR NOT IN ANY 





SC iOOL 


PROGRA.) 


UNKNOWN 


TOTAL 


^9-^i^ year old 
Mothers 


2 


11 


0 


13 


19-22 year ol J 
Non-Mothers 


33 


7 


4 


44 


TOTAL 


35 


18 


4 


57 



Of the 44 non-mothers In this 15-22 year group, 33 are In some type of 
educational, training or work situation Including high school, continuing edu- 
cation. Vocational Rehabilitation placements tor training or evaluation, or 
jobs.v Seven are In no program and Information was unavailable about four (see 
Tab I e 4) . It I s c I ear that non-mothers are more frequent I y In schoo I , 
training, or work situations. 
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READING 



An Inability to read has a profound Impact on every aspect of daMy life. 
In a medical setting printed material Is everywhere. Although testing reading 
levels was not feasible. It was possible to ask patients If they could read 
pamphlets around the office, directions written down by the doctor, or the 
newspaper. Patients also frequently bring mall In to be Interpreted. 
Although the patients reading abilities are based primarily upon the author's 
clinical Impressions and Interactions, they are presumed to be fairly accurate 
assessments. 

Of the 13 mothers ages 19-22, only 2 can read well enough to negotiate the 
medical system. Of the 44 non-mothers In this age group, 27 can read, 12 can- 
not, and Information was not noted for 5. They read mc e frequently than the 
mothers (s Table 5). The reading levels of these Rut>el la-age mothers seems 
to Indlcata, as does the literature, that they may have already been doing 
poorly In school prior to becoming pregnant. 

TABLE 5 

Mothers and Non-mothers Ages 19-22 
R3ading Status 



DOES NOT 





READS 


READ 


UNKNOWN 


TOTAL 


Mothers 

19-22 


2 


11 


0 


13 


Non-Mothers 
19-22 


27 


12 


5 


44 



TOTAL 29 23 5 n 



Interestingly, of the 32 mothers ages 23 and older, 21 can read, 8 cannot 
read and Information was not noted for 3 (see Table 6). 

RELAFIONSHIPS WITH FATHERS 

Of the 13 Rubella age mothers, 6 havf the father of the child Involved on 
a regular basis. Two of the men work full time to support the family; both 
men are hearing. The husband in the couple whosa child was removed by the 
court works Intermittently. Four men living with the women Independently or 
with extended family are not working at a; I. Six of the women have no contact 
with the fathers of their children. 

In summary, 13 mothers who wer > born during the Rubella epidamic are 
receiving care at Bellevue. They are all Black or Hispanic and are from 
hearing families who know no sign language despite ; se of sign only by these 
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TABLE 6 

Mothers Reading status by Age Group 



DOESN'T 





READS 


READ 


UNKNOWN 


TOTAL 


Mothers 19-22 


2 


11 


0 


13 


Mothers > 22 


21 


8 


3 


32 


TOTAL 


23 


19 


3 


45 



young women. Eleven of the 13 are neither In school nor tralnin-. Only two 
can read comfortably enough to negotiate the needs of dally living. Eleven 
are dependent on SSI as are four of the fathers. The babies of the SSI-depen- 
dent mothers are also supported by public assistance. 

THE PROGRAM 

HOW do we deliver care to these young women wi.o cannot .ead, are still 
TillT? 'r^''^ are irvolvec with little beyond their still adolescent nar- 
?i?aUonsh?S '^'^ ^^""^ "arrowly defined doctor /pat lent 

The Patients and the Setting 

Health cere is delivered to these young women and th«lr children in the 
Fami y Care Cilnic, where the Internal Medicine and Pediatrics units both have 
s«r'!^lr!; k?k'V°'/'' '^•^^'"9' '''^ '^^^ P^Ofl^^-" integrates 

services to both hearing and deaf populations. 

The delivery of medical and social work services to these Rubella age 
"^ifr has had to be tailored to their specific 

needs. Bc*h mother and child often require and are entitled to .services they 
are not receiving from systems they are Ill-prepared to negot.ate. These 
young mothers are often Inexperienced in the care of babies; for some, this Is 
their first experience In a medical s. ting using a sign languags Interpreter. 

Understanding the need for medical care and Involvement In that care Is 
J^h mS" .-m f"' "NO. I'm not going to bring th-; baby 

-onthly; I II just come when she's sick." Isolation within their own families 
has led to a lack of knowledge about their own anC their families' medical 
histor es. The mechanics of using the system seem overwhelming, where to get 
Physician ''^'tc *° •'«0'8ter, which person is a nurse and which person !s a 

There is a need for Individualized provision of services, availability of 
information, and accessibility to the system at non-appo. .tment times. The 
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provision of these along with the sign language usage by Clinic staff seem to 
account for the higher-than-average rate of kept appointments for ail deaf 
patients (i.e., 80% compared to 62% for hearing patients). For the social 
worker this has meant the necessity of dealing with issues that are not 
strictly medical and a willingness to do advocacy outside the confines of the 
hospital. For the Interpreter there is a need to explain about the medical 
system and a willingness to demonstrate how to negotiate It. 

We have also built In i tracking system using a separate appointment book 
for deaf patients and giving them the respons.biM' of checking with us both 
when they arrl*9 and leave so we will be aware of the next appointment. This 
facilitates our knowing who kept the appointment and who did not, who requires 
follow-up and recall and allows us to plan for hiring extra Interpreters for 
exceptional ' heavy days. 

At the first meeting, because these young mothers have so many medical and 
nonnnedlcal needs, an In-depth Interview Is done. Developing a care plan 
Includes a review of health history, educational, reading, and vocational 
rehabilitation status, relationships with family of origin and signing ability 
of that family, relationship with the father of the child, and his needs, 
living arrangements. Income, need for day care, social security and public 
assistance benefits. Estimate Is made of Intelligence, goals, future plans, 
general mental health, and coping mechanisms especially for stress and anger. 
It Is also Important to note past history of psychiatric care and suicidal 
Ideation and/or attempts. 

THE IMPACT OF READING 

The Importance of knowing whether or not a patient can read cannot be 
overstated. These young mothers' lives are full of printed material both 
Inside the hospital and out Medical settings are full of pamphlets and 
Instruction sheets such as information on contraception, sexually transmitted 
diseases, how to take a temperature, how to administer medications to a child 
or use medications, how to care for ear Infections, operative sites, what to 
do for accidental Ingestion of a toxic substance, consents for procedures, 
what to do when labor starts, and more. If the patient cannot read, and 11 of 
the 13 young mothers cannot, this Information must be given In sign language. 
It Is a time-consuming and sometimes tedious process; after information is 
g I ven In s I gn I anguage , t he pa 1 1 en t Is asked to sign it back to check 
understanding or me?nor Izat Ion If necessary. 

Pat l3nts also frequent ly receive letters from Social Secur Ity , Welfare 
and other agencies which they have ignored because they cannot read them. All 
patients are told If they receive an off Ical-looking letter they cannot under- 
stand, they should Immediately bring that letter to the hospital. The ten 
minutes spent reviewing the letter and making a plan is far less difficult 
than filing for a fair hearing for a closed welfare case or trying to get an 
emergency check Issued for a hungry mother and child. 

When needs are Identified, referrals are made to the appropriate agency or 
service. For referral to outside agencies such as Welfare and Social 
Security, It Is not enough to write the name and address of the a ncy and 
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•Provide a list of required documentation. Appointments must be made and docu- 
mentation explained in sign language. It becomes i...portant to find out If the 
required documentation is available; many p^llents do not have their birth 
certificates, for example. This too is time-consuming but If an interview and 
acceptance for service are accomolished in one Interview, it is time well 
spent . 

Of the SS! recipient mothers, none knew they could apply for public 
assistance for their children; they simply did not know the program existed. 

CHILD CARE AND CHILD DEVELOPMENT ISSUES 

Knowledge about child care and child development is limited by an 
Inability to read and also by the fact that Interaction with possible role 
models Is restricted. Because none of the families of these mothers sign, 
questions do not get asked or answered. In fact, issues of appropriate child 
care are often a point of conflict between these young mothers and their own 
mothers. 

Child care and child development issues must be discussed at every contact 
to give information, to answer questions, and to reinforce good care. Many of 
the mothers do not know how to take a temperature, feed and burp a baby, how 
to dress a child appropriately. They also do not know the ages at which 
children roll over, sit, crawl, walk, explore. One crucial idea we have 
worked to communicate to these young mothers Is our feeling that there are no 
stupid questions. If a mother has a concern, she Is encouraged to use the 
health care system to get the answers. 

LACK OF LANGUAGE DEVELOPMENT 

We do have concerns about the ianguaqp development of the children. in 
the children age 2 years and olde use of sign language Is not being seen to 
the degree that It is seen In the Ci..ldren of older mothers. Communication is 
through the child's pointing, gesturing, pulling the mother toward a desired 
object or crying. One possible explanation, and It has been noticed when the 
young mothers are in the clinic. Is that these young mothers are simply not 
communicating with or stimulating their bablas enough. Babies have been noted 
sitting In nroMers for long periods, rather passively, while the mother 
chats with her friends. A typical response from a young mother about com- 
municating more with her two year old was "she's tco young to talk or sign; 
I'll talk to her more when she's four.- 

For the purpose of language stimulation, we encourage referral to day care 
for these children, in fact, day care is routinely offered to all mothers who 
wish It. The Rubella age mothers have all rejected day care for their babies 
and toddlers. 

Some of the mothers see their children's normal exploratory behavior as 
bothersome and "bad." Keeping watch over an active toddler can be exhausting 
and even boring but seeing this behavior as "bad" is an Illustration of the 
unrealistic expectations some mothers have for their ^oddler-age children. 
This 18 similar to views of abusing mothers. Another young mother, when we 
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were discussing accident prevention, said she had already made sure her 1 year 
old daughter would not touch cleaning supplies by tel I Ing her not to touch. 
She really did not realize that this would not suffice because her daughter 
wouldn't understand. 

This shows lack of knowledge and poor Judgment. When Judgment Is poor, 
dangerous situations ensue. Ore young mother left her child In the stroller 
on one side of the subway station while she was chatting sonie fifty feet away 
with friends. This was witnessed by a staff member who can sign and who 
pus'.ed the stroller over to the mother who was furious at what she saw as 
Interference. Had the child been seen first by a police officer that child 
would have ended up In foster care. This type of situation Is not uncommon. 

Young mothers often complain about the difficulties of caring for a baby 
and state they had no Idea It would be so hard. Two women who became pregnant 
shortly after giving birth chose to terminate the second pregnancies. Despite 
energy devoted to explaining contraceptive use, showing devices and pictures, 
making gynecological appointments which are kept, compliance with contracep- 
tive use has been poor. It is here that adolescent thinking can be most 
clearly seen. The explanations as to why contraception i3 not used are "! 
won't get pregnant," "I only have sex once In a while," or "My boyfriend takes 
care of It." The last reason translates as withdrawal, not the use of con- 
doms. These are, by the way, the same reasons that hearing adolescents give 
for ^K>t using contraception. This Issue stills needs to be reviewed as fre- 
quently as possible. 

LIVING ABRAMGEMENTS AND FAMILY RELATIONSHIP? 

Living situations are varied and relationships with fami I les-of-or Igin are 
strained for some of these young mothers. Some of the grandmothers ^eel 
overwhelmed and angry by the continued dependency of their deaf child who Is 
now a parent and resentful of demands for help. If our patient requests or 
allows, we set up a meeting with the mother's mother to better understand the 
home situation from the grandmother's point of view. Many grandmothers are 
responsive and feel relieved simply by having Interest shown In their needs. 

Some situations will not, however. Improve. One young mother who 
developed gestational diabetes requiring Insulin use resisted learning how to 
Inject herself and was hospitalized In her eighth month of pregnancy until 
delivery. No family member appeared for a month despite calls and telegrams. 
Finally a home visit and statement about child protective services brought In 
a parent. 

Another young woman, whose mother Is primarily raising her child, moves 
back and forth between her mother, her father, and her boyfriend with no real 
place to call her own. That grandfather Is overwhelmed and I'ery angry that 
her daughter, who has not accepted responsibility for her own child. Is 
expecting a second child. 

The home situations of those who stilt are with their f?>nliles of origin 
vary In that some young mothers are very much the mothers of their babies 
while others have virtually given up the rola of mother. As one older mother 
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described her home situation, "this baby Is for my mother; the next one will 
be for me." Some of the young mothers really do not want the responsibility 
of child care. Years of overprotect I veness and dependency have of course 
contributed to the Ide^ to which some fervently hold, "I'm Deaf, I can't." 
Young women who believe this really will not attempt to change the home 
situation. If they are, however, willing to try, family meetings are held. 

In other cares, struggles for control ensue, e.g,, one young mother and 
baby spent time living with her boyfrlerd and his mother. The young mother 
constantly complained that her boyfriend's mother was asruming the parental 
role. A family meeting was held In which the boyfriend's mother bitterly 
complained about how frequently the baby's mother suddenly left for days on 
end without warning. This young mother Just assumed the baby would be cared 
for and when she was lonely. Just left to visit her own family and friends. 
Several meetings were required to clarify Issues and subsequently the home 
situation Improved dramatically. 

SOCIAL RELATIONSHIPS 

Some young mothers are extremely Isolated from other women and men their 
own age and really socialize oniy at the hospital. Some live In the more 
InaccesslbSe areas of the city or have limited travel skills. One example Is 
a young mother who knows how to travel tc the hospital but did not know how to 
travel to a social service agency one subway stop from her h-^iA, Two young 
mothers have wide circles of friends. Eight of the young mothers are home all 
day, every day with their children and are overly dependent upon them to keep 
themselves occupied. They have refused day care services. It Is doubtful 
they will ever return to educational or rehabilitation service settings. 

A goal we have Is to set up a young mother's program using the model of 
our own program for mothers beli#r age 18. The program Includes medical ser- 
vices. Infant stimulation, and child development education. Group meetings 
are scheduled for a weekly 3-hour session. Currently we do not have the staff 
to set up such a program. 

EMPLOYMENT AND EDUCATION 

There was an unexpected finding In these case reviews that Is significant. 
Women who are mothers are overwhelmingly nox working and are not In school or 
training. Of the 32 mothers older than 22 years of age» only one Is currently 
working. Two others had significant work histories but developed second medi- 
cal problems (see Table 7). It may well be that an Important part of the edu- 
cational and rehabilitation service (.rogrami should be to assure access to 
medical services for deaf adolescent women who wish to prevent pregnancy. 

SIflARY 

In summary, the very special needs of this unique grouo of mothers 
requires special programs and survlce^ to meet their needs. They I Ive In 
family situations rhere they cannot get Information. They know little about 
child care and child development. A lack of ability to read results In an 
Inability to negotiate not only the medical systems, but other systoms that 
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TABLE 7 



School Program or Work Status 
of Mothers and Nonnnothers 





WORK 
SCHOOL 


NO SCHOOL 


UNKNOWN 


TOTAL 


Mothers 19-22 


2 


11 


0 


13 


Mothers > 22 


1 


30 


1 


32 


Non-Mothers <19 


11 


0 


0 


11 


Non-Mothers 19-22 


33 


7 


4 


44 


Non-Mot^ >rs > 22 


24 


7 


1 


32 


TOTAL 


71 


55 


6 


132 



Impact on their lives as well, such as welfare and social security. These 
difficulties must be anticipated and provided for with encouragement. Infor- 
mation and advocacy. It cannot be assumed that their own fami I les-of-orgin 
are willing and able to perform these tasks. It Is and has been an ongoing 
goal to demonstrate to these patients that In fact they can care for them- 
selves and their children and assume the responsibilities Inherent In these 
tasks. 

The characteristics of undereducat lon» underemployment, and unemployment 
that are so troublesome as aspects of deaf adolescents' and adolescent 
parents' lives are clearly evident In this small sample of deaf adolescent 
parents. They are at risk for child abuse, continued ec nomic dependency, and 
a rather dim future. They have responsibility for a new Mfe when they have 
not yet completed their own developmental tasks. Their lack of ability to 
negotiate existing service delivery systems Is apparent and has Implications 
for program planning and service delivery. These young women will probably 
not return to educational or rehabilitation services and will continue to 
require far more support services than their non-mother counterparts. 

A variety of support services Is necessary. An outlet for the frustration 
that can often lead to child abuse Is crucial, as is support for reaching for 
the wider world of deaf adults as a way of reducing Isolation and heiving con- 
tact with appropriate role models, ^oung deaf teenage women need to see early 
that there Is a pro<1uctlve, rewarding life beyond early motherhood. More 
Interaction with deaf teachers* deaf social workers » deaf rehabilitation coun- 
selors a^6 deaf adults in the community starting at a very young age Is one 
way of possibly meeting this need. There needs to be a nurturing of positive 
salf-ldent I ty as a deaf child* teen* and adult. There also needs to be a 
re,<ard for postponing early chlldbearing In the form of work and a place In 
society. 
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There is no easy answer or solution to the problems of adolescent parent- 
hood, if there were, we would not now be faced with the epidemic of teenage 
pregnancy that exists. Because the effects of early parenthood are so per- 
vasive, and the outlook so dismal, we mi'St continue to try. I am reminded of 
a fund-raising slogan for predominantly Black colleges used some years ago, "A 
mind is a terribie thing to waste." 
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APPENDIX 1 
Characteristics of Ear.y Adolescence 

1. Beginning of secondary sexual characteristics 

2. Concrete thought still dominates 

3. Cannot perceive long-range Implications of current acts 

4. Preoccupation vlth body changes 

5. Compares self wfth same sex peers 

6. First exploration of world outside the nome 

7. Peers gain In Importance 

8. No major struggles with parents over control 

9. Ages 11-13 to 14-15 



Adapted from Hofmann, A. (1983). Adolescent medic ine. Memo Park CA- 
Add I son-Wes I ey 
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APPENDIX 2 
Characteristics of Mid Adolescence 

1. Secondary sexual characteristics well advanced 

2. Growth about 95% complete 

3. Appearance of abstract thought 

4. Can begin to see future consequences of current acts 

5. Preoccuptlon with fantasy and Idealism 

6. Conflicts with family over control 

7. Beginning struggle for emancipation 

8. Strong need for identification with peer group 

9. Looks to peer group to define behaviors and values 

10. Testing ability to attract members of opposite sex 

11. Preoccupation with romantic fantasy 

12. Ages 14-15 to 17-18 

13. Narcissistic In relationships 



Adapted from Hofmann, A. (1983). Ado I escent med i c i ne . Menio Park, CA 
Addison-Wes ley. 
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APPENDIX 3 
Characteristics of Late Adolescence 

1. Growth: physical ly mature 

2. Abstract thought Is present (If It Is going to be at all) 

3. Capable of orientation to the ^uture 

4. Functional Ident I ty estab I ished 

5. Emancipation complete 

6. In family more adult-adult relationship rather than child-parent 

7. Individual strong relationships over peer group 

8. Can form relationships with mutuality and reciprocity rather than 
narcissism 

9. May be thinking of marriage and family 

10. Capable of real Intimacy and commitment 

11. Age 17-21, upper end variable 

12. Own value system has been established 

Adapted from Hofmann, A. (1983). Adolescent medic ine. Menio park CA- 
Add I son-Wesley. ' 
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EXPLORE YOUR FUTURE: AN NTID 
PARENT TRANSITION WORKSHOP 



JUDY EGELSTON-DODD 
ELIZABETH O'BRIEN 
JEAN BONDI-WOLCOTT 



There Is currently a major focus on the transition of hand- 
icapped youth from school to work. We need to assure that stu- 
dents who have been educated under P.L. 94-142 will find their 
place In adult society. 

The strength of the market for technical skills predicates 
the need for a program of basic technological literacy and of 
motivation to direct handicapped students toward training for 
future employment In various tuchnlcal fields. The successes 
achieved by the National Technical Institute for the Deaf (NTID) 
at Rochester Institute of Technology (RIT) In training hearing- 
Impaired students for employment In a variety of technical 
fields have been well documented (Veatch, 1985). NT ID'S primary 
mission Is to prepare young deaf adults for employment. The 
Institute has a multidimensional approach to ease the school-to- 
work transition, weaving work concepts throughout the student's 
learning experiences. The strategies Include Co-op and other 
work experiences, simulated work environments. Infusion of work 
concepts Into coursework, and a formal course on the "World of 
Work." 



The continuing concerns expressed by NTID Instructors and counselors 
regarding the lack of knowledge about the various fields of technology, 
appropriate work attitudes, and decision making skills, led the thrust to 
approach the secondary audience with a systematic program of career outreach 
activities. The transition addressed for high school deaf students consists 
of a move from secondary school to the next appropriate life choice, be It 
work or training at the postsecondary level (Egelston-Dodd, 1987). 



ERLC 



84 

97 



Leaving a school environment, either mainstream or residential, can be a 
stressful experience. It can be especially traumatic for deaf adolescents who 
may have developmental and experiential deficits resulting from *helr deaf- 
ness. 

To make hear Ing-lmpa Ired students and their parents aware of the com- 
bination of skills and attitudes needed to succeed In the study of math, 
science, and technology, a career education program was 'ieslgned and entitled 
"Explore Your Future." Activities enable students to evaluate their own per- 
sonal prefer snces and abilities, provide opportunities to use decision-making 
and leadership skills, to cooperate with others, and to understand their 
values and needs In light of career exploration concepts and technical com- 
petence for a successful career. The one-week program Is designed for secon- 
dary, hear Ing-lmpa Ired students between their Junior and senior years of high 
school, to be held on the NTID campus. The goals for "Explore Your Future" 
include the following: 

1. Increase awareness of self using vocational assessment and career 
exploration activities. 

2. Increase knowledge of academic skills and occupational require- 
ments. 

3. Increase motivation to pursue the Improvement of basic skills 
where needed. 

4. Experience a taste of college life at NTID at RIT. 

5. Develop a plan for their last year In high school and any 
appropriate postsecondary plans. 

Faculty members from NT ID'S Schools of Business, Science and Engineering, and 
Visual Communications, along with career development counselors and NTID 
career opportunities advisors, present classes and guide students through 
individual and group learning activities. These activities are designed to 
foster decision-making and an awareness of the basic skills needed for tech- 
nical careers. Students participate In strategies Involving risk taking, 
teamwork, and c( nmunlcat Ion challenges with people In a variety of settings. 

Each student attending "Explore Your Future" Is offered hands-on learning 
experiences revolving around outdoor education, field trips, and career 
exploration labs, all designed to help stucients develop a greater sense of 
self-awareness and to develop awareness of a variety of technical career 
ski I IS. 

TAKING A PEEK AT COLLEGE LIFE 

The activities of "Explore Your Future" promote self-awareness through 
vocational assessment and career exploration activities. The chal lenges of 
outdoor experiential activities enhance students' awareness of teamwork, risk 
taking and achievement. The Holland Self-Directed Search and Differential 
Aptitude Test are used for vocational assessment and feedback for positive 
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self -concept development. In individual and group sessions with NT ID coun- 
selors, students analyzo their experiences for relevant Insights and self- 
awareness. 



The strategies used also promote knowledge of academic skills and Job 
requirements for technical careers. Exploration activities focus on the 
skills and tools used In computer science, engineering, business, visual com- 
munications and science careers. Motivation for studying math and other basic 
skills Is Infused Into every module. A collection of 15 career videotapes 
focusing on each of the technical majors offered at NTID Is a viewing option 
available to students who wish to observe the work site. A tour of several 
local Industries provides a first-hand observation and chance to Interview 
deaf people about their Jobs and lifestyles. Role models are used as a 
resource for career development. 

The activities of "Explore Your Future" also promote an understanding of 
college life: getting along with others, studying, managing time, attending 
classes, and separation from home. There are structured floor meetings to 
establish a policy of self-governance among students and mentors. Captioned 
films and super/ised athletic competition provide a taste of the recreational 
opportunities on campus. 

The program provides structured activities that enable students to eval- 
uate their own personal preferences, abilities, and opportunities to use deci- 
sion-making and leadership skills, to cooperate with others, and to understand 
their values and needs In light of career exploration concepts and technical 
competence needed for a successful career. As a result of their part Ic I pat lor. 
In the program, the students will: 

^ Identify a technical change In their life that shows the evolution 
of technology and how this may necessitate career change. 

^ Evaluate how choice of career Impacts on life style (level of edu- 
cation Influences level of employment). 

^ Identify the steps In career growth, evaluating the level of educa- 
tion and the level of employment. 

^Choose to collect Information to make a preliminary career deci- 
sion. 

^ Recognize the need to continue developing educational plans. 
(Emphasize the need for continued plans during their senior year of 
high school . ) 

^ Experience an Introduction to five technical disciplines and view 
how all technologies relate to and support each other In business 
and Industry. 

^ Recognize the need to respect and accept a variety of communication 
modes . 
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view role models as a resource for the^r career development (NT ID 
students or graduates). 

o 

Evaluate the Impact of various Internal factors on their decisions, 
e.g., values. Interest, abilities, goals. Recognize that these 
factors can change. 

o 

Evaluate the Impact of various external factors on their decisions, 
©.g.» parents, teachers, stereotypes. 

All students applying for "Explore Your Future" must have: 
o 

a severe to profound hearing loss and need for educational support. 

o 

an educational background that shows a probability for success In a 
technical postsecondary program. Including a strong aptitude for 
math and science. 

o 

references that Indicate personal and social maturity. 

o 

successful completion of their Junior year of high school and an 
Interest In technological education. 

The Explore Your Future FY' 86 program offered this year Is the result of 
much refinement and Incorporation of recommendations made throuqh evaluation 
of last year's pilot program. 

The technical exploration goal was established to provide an Introduction 
to technical disciplines of visual communications, business, computer science, 
engineering and science in a generic sense and to describe how all tech- 
nologies relate to and support each other In business and Industry. 

The technical exploration components consist of a 90-mlnute lecture/hands- 
on technical experience as well as a 30-mlnute follow-up technical counseling 
session for each of the five technical disciplines. The follow-up component 
allows for the analysis of the data, people, and things functions In each of 
the technical areas. 

To complement this Intense technical presentation, individual counseling 
sessions and group presentations related to work values and decision making 
will be given. The decision-making process will be fused with the career 
technical exploration through the presentation of the concept that al^ tech- 
nology is Interrelated In the world of business and Industry and will affect 
each Individual In different ways. This concept will be graphically presented 
to students through the use of the "cube of knowlede," with one side repre- 
senting each technology. The sixth side of ♦'^e cube reflects the individual 
(a mirrored mylar surface). 

PARENT TRANSITION WORKSHOP; AN INTEGRAL PART OF THE "EXPLORE YOUR FUTURE" 
PROGRAM 

Capping the week's activities Is the NT ID Parent Transition Workshop. A 
review of the literature Indicates that the career education movement has 
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always acknowledged the Importance of the family influence on a child's career 
development through Its Inclusion of the home and family component. However, 
limited research and development has been done with this Important aspect of 
career education (Laramore, 1980). Navin and Sears (1980) Investigated paren- 
tal Involvement In career education/career guidance at the elementary level 
nationwide, and found It to be minimal. Hoyt (1981) indicated that some 
attempts were initiated to Involve parents In career education's first decade, 
but these attempts were rarely effective. Various career education programs 
designed to address the needs of handicapped children cite miniT^al parent par- 
ticipation and Interest after students reach the secondary level. 

The home Is one of the most influential factors on the attitudes of 
youngsters toward work, school and the larger society (Cathie, 1979). Rich 
(1985) maintains that historically parent programs centered on early 
childhood, neglecting the reality that children need ongoing support as they 
move through school. Reviews by Bronfenbrenner (1970) and by Ryan (1974) 
attest to the positive roles that parents can play by assertively Involving 
themselves In their children's educational program. Walberg's study (1984) 
found that cooperative school /parent partnership programs that focus on 
Improving academic standards by Involving the home show the greatest learning 
effects. 

While there exist some comprehensive documents/studies on career education 
needs/programs to meet the needs of the handicapped (Brolln, 1978; Peterson, 
1979), various career education programs call for minimal parent partici- 
pation. However, Vasa (1979, 1980) views the challenge for educators to Ini- 
tiate and maintain parent Involvement In career education for their handi- 
capped child. Parents need to understand that career education is a curric- 
ular approach to education that focuses on the educational ar.d developmental 
needs of the handicapped child (Lewis, LeFevre, DIPalma-Meye, & Rimai, 1981). 

Melsegelr's study (1982) examined parent's influence on occupational goals 
for deaf students and found good communication between parent and child to 
have significant Impact on the child's career development. Mendelsohn and 
Falrchlld (1985) report that parents of "older deaf children" are In critical 
need of help from professionals on how to provide skills to enable the deaf 
adolescent make a successful transition to adulthood. Several studies sup- 
ported the conclusion reached by Hansen and Caul field (1969) that there Is a 
desperate need for parents to have some career Information so they are aware 
of the variety of occupational fields and the rapid changes In these fields 
which will mean less stability In their child's career development. 

Educators of the deaf In residential and mainstream programs were surveyed 
regarding the Importance and urgency of a list of career education topics for 
parents of deaf students. Parents and educators were In agreement on 16 out 
of 22 comparisons. These topics were researched, and the content of the 
National Project on Career Education (NPCE) Parent Career Education WorKShop 
was designed based on the highly urgent and most Important concepts revealed 
In the survey (O'Brien, LeNard, & Egelston-Dodd, 1983). 

The NT ID Parent Transition Workshop "las been developed to facilitate 
parents' "letting go" during the transition time when school Is completed and 
before the next life stage Is entered. 
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The goal of the NTID Parent Transition Workshop Is to facilitate parents' 
Involvement In the changes which their deaf adolescent will encounter upon 
leaving school. The workshop consists of two modules which occur the last day 
of the "Explore Your Future" program. The following Is a description of the 
objectives and strategies for each module. 

One objective of module one Is that parents will become aware of the need 
to encourage Independenc3 In their deaf adolescent. The second objective Is 
that parents will Identify ways they can assist deaf adolescents with respon- 
sible decision-making. Tralners^nlt late parent participation through a ten- 
question strategy (Attachment A). This activity requires parents to discuss 
their own adolescent experience In letting go of the deoending relationship 
with their parents. This strategy provides the parents an opportunity to 
Interact and share experiences In a small group setting. At the conclusion of 
this activity, parents return to the large group for a series of processing 
quest ions, e.g., ''What have you done to assist your deaf son/daughter with 
their independence?" "Can you give us some examples?" 

Objectives of module two are: 1) Parents will acknowledge the need to 
"let go" of the parent-child relationship so that It can develop Into an 
adult-to-adult relationship; 2) Parents will Identify strategies to prepare 
their deaf adolescent for college. 

A panel of three parents who have or had a deaf son or daughter in a post- 
seconiary program, respond to a series of questions that focus on their 
experiences related to the transition from high school to college. A sample 
question: "Can you share something that you did with your deaf adolescent 
that made the process easier and transition smov;ther?" 

A question and answer period between the audience and the panel follows 
the presentation. Processing questions are given by the trainer which focus 
on key concerns and strategies. Sample processing question: "What were some 
dominant themes and similar concerns?" 

This workshop provides parents with Information and strategies to deal 
with this transition phase. The July 1985 program at NTID had 16 par- 
ti c I pants . Parents attend I ng t ho^ worksiiop were asked to respond to a 
questionnaire (See Attachment B) and the results are cited on the summary 
evaluation (See Attachment C). 

Parents were in general agreement that: 

1. A good career education program In high school will better pre- 
pare students for a Job after high school. 

2. When compared to norm? l-hear Ing individuals, career development 
of hear Ing- Impaired people has oeen unfortunately restricted to 
certain ski 1 1 areas. 

3. Deaf adolescents need to recognize the Importance of college In 
planning their future. 
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4. Teachers should help deaf students to explore a variety of dif- 
ferent occupations. 

5. Teachers should help deaf students to plan for a career and be 
prepared to malce some realistic career decisions. 

6. Teachers should arrange for deaf workers to come to school and 
talk to students about their job or career. 

7. The school should provide career guidance to help students learn 
about thel own abilities and Interests. 

8. A college education Is equally Important for males and females. 

9. One's choice of an occupation should take place in the high 
school or college years. 

10. Parents should help their children to make realistic career 
choices. 
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ATTACHMENT A 
Ctuestlon Strips 

EXAMPLE: In high school, I was a . . . 

1. A Job I had during high school was . . . 

2. My parents thought I should become . . . 

3. The first Important decision that my parents let me make In high school 
was . . . 

4. My first experience living away from home was . . . 

5. A responsibility I have given to my adolescent In the past year . . . 

6. My adolescent's greatest strength Is . . . 

7. My biggest worry about sending my son/daughter to college Is . . . 

8. The biggest concern I have In helping my adolescent select a college 
Is . . . 

9. The best decision I have made for my deaf child was . . 
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ATTACHMENT 6 



Explore Your Future (EYF) Parent Questionnaire 



Directions: Listed below are some common statements regarding vocational 
learning of children and ways of working with them to expand vheir career edu- 
cation. Select the answer which best represents your position. 

1. A good vocational education program in high school will better prepare 
students for a job after h»gh school. 

agree strongly 

agree to some exent 

disagree strongly 

am not certa In 



2. When compared to norma I -hear I ng Individuals, career development of 
hear I ng- Impaired people: 

Is restricted to certain skill areas 

is an Identical process 

follows the same general patterns 

relies on special intervention 

3. Young people need to recognize the importance of college in planning 
their future. 

agree strongly 

agree to some extent 

disagree to some extent 

disagree strongly 

I am not certain 



4. The majoi problem for disabled individuals capable and interested in 
working is: 

employment legislation 

I nab 1 I 1 ty to get needed sk 1 1 1 s 

lack of successful experiences 

underemployment 

5. Teachers should help students to explore a variety of different occupa- 
t Ions. 

agree 

agree somewhat 

disagree to some extent 

disagree strongly 

am not certain 
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6. Teachers should help students to plan for a career and be prepared to 
make some realistic career decisions. 



agree 

agree somewhat 
disagree to some extent 
disagree strongly 
am not certa In 



Teachers should help students to select academic and vocational courses 
to prepare for the eventuality of changing careers. 

agree 

agree somewhat 

disagree to some extent 

disagree strongly 

am not certain 



Teachers should arrange for workers to come to school and talk to stu- 
dents about iheir Job or career. 



agree 

agree somewhat 
disagree to some extent 
disagree strongly 
am not certa In 



The school should provide vocational guidance to help students learn 
about their own abilities and Interests. 

agree stror<gly 

agree to some extent 

disagree to some extent 

disagree strongly 

am not certain 



10. A college education Is equally Important for males and females. 

agree strongly 

agree to some extent 

disagree to some extent 

disagree strongly 

am not certain 



11. The main difference between career education and vocational education Is: 

vocational education Includes occupational and career education. 

vocational education Is Included with In career education. 

there I3 very little difference between them. 



none of the above. 
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12. The main difference between career development and career education Is 
that: 



career education Is a subset of career development. 

career development Is ? subset of career education. 

there really Is no difference between them. 

none of the above. 

13. One's choice of an occupation should take place In the high school or 
col lege years. 

agree strongly 

agree to some extent 

disagree to some extent 

disagree strongly 

am not certain 



14. Parents should help their children to make realistic career choices. 

agree strongly 

agree tc some extent 

disagree to sjome extent 

disagree strongly 

am not certain 



15. Parents should become Involved in their children's career development: 

at birth 

when they enter school 

at the Junior high school level 

at the high school level 

not at al I 




ATTACHMENT C 



Summary Evaluation 
EYF Parent Transition Workshop 
13 July, 1985-NTID 
N-16 



Average Ratings (5 highest, 1 lowest) 
Pr lor After workshop 



2.7 



4.7 



3.3 



1. My understanding of the 
workshop objectives . . . 

Comments: (none) 

2. My level of participation 
In this workshop . . . 

Comments: (none) 

3. My level rf comfort with 
the workshop atmosphere . . . 

Comments: (none) 

4. My level of Interest In 
this workshop . . . 

5. My level of satisfaction 
concerning what I expected 
to learn . . . 

Comments: (none) 

6. Wh£t were the "big Ideas" or useful content you learned? 
Importance of financial ed. 

Never thought that the checking account caused such a commotion. 

The transition from home life to college life, check book balance, etc. 

Student's perspective. 

Money management. 

Financial and Trans 1 1 Ion to college life. 
Money management at home. I.e., deaf helper! 

Had the prior experience at the Co-op programs and was a great follow-up. 
Nothing - except perhaps " more " time. 
Money management, Gallaudet Prep. Prog. 
All parents share the same basic fears. 
Information to parents before coming here. 



4.9 



4.6 
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ATTACHMENT C (Continued) 



7. What would you like to see changed? 

More time to talk with other parents. 
Nothing that I can think of. 
Nothing. 

Teach the parents perfect sign language, so the deaf sibling can have It 
easier talk Ing Engl Ish. 
More time for questions. 
Nothing. 

Nothing - except perhaps " more " time. 
More time for questions. 

Get more Information to parents so we know what to expect when we get 
here. 

8. Did you get your questions answered? If not, what do you need to know? 

Yes. 
Yes. 

9. What Should we do differently? 

Tell parents ahead of time about content of workshop. 

Tell parents ahead of time that eve prior to program Is not planned at 
all for them. 

Forget about the small group question game. 

Talk, Talk, Talk - and be happy to have a deaf child - they are the best 

Innocent teachers. 

Nothing. 

introduce parents to each other. 

A look more at your campus and classroom. 
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THE ROLE OF THE FAMILY IN THE 
TRANSITION OF YOUNG HEAR I NG- 1 MP A I RED 
ADULTS: THE CASE OF POSTSECONDARY 
GRADUATES 



AFAFE EL-KHIAMi 



The role of the f ami ly In the trans i t ion of young 
hearing-Impaired adults Is finally getting the long overdue 
attention It deserves on the part of researchers and prac- 
titioners alike. This paper reports preliminary results 
from a study of a representative national sample of parents 
of hearing-Impaired recent graduates from 46 postsecondary 
programs. The parents Involvement In the selection of 
their child's postsecondary program, their visits to cam- 
puses, attendance of orientation programs targeted to them, 
and knowledge and eva luat Ion of ava I I able serv ices are 
discussed. Their perceptions of their children's tran- 
sition from postsecondary programs to work and the johs 
obtained are also presented. 

Undeniably, the family plays a major role during an individual's formative 
years. In the case of a disabled person, the role of the family Is even more 
vital, though different in many ways. The changes In relationships and dy- 
namics among family members brought about by the presence of a disabled child 
have been well-documented in the literature (Bristol & Schopier, 1983; Duniap 
& Hoi 1 Ingsworth, 1977; Faerstein. 1981; Farber & Ryckman, 1965; Feather stone . 
1981; Moores, 1973; Parks, 1977). In this respect, the effects of deafness 
are no different from any other disabling condition. in fact, several 
researchers have studied and delineated parental reactions to the diagnosis of 
hearing impairment in their child. Feelings of shock, denial, anger, guilt, 
and repression are commonly experienced (Hersch & Amon, 1975; Mindei & Vetnon, 
1969; Schiesinger & Meadows, 1972). Generally, the parents gradually come to 
terms with the situation and try to adjust and adapt to it. This by no means 
implies that the impact of the child's deafness on the family is limited to 
this stage. 
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Researchers In the field of the family distinguish seven stages in the 
nuclear family cycle. Most often, the progression from one stage to the next 
entails a redefinition of roles. This process Is usually fraught with stress 
which persists unt 1 1 the f ami I y reaches a new state of equilibrium. This state 
Is achieved as family members arrive at a common understanding and a consensus 
about their new roles, in other words, concomitant with growth Is the likeli- 
hood of tension and role conflicts In the average family (Duval I, 1971; 
Moores, 1973). Moores (1973) further argues that the presence of a handi- 
capped child renders transition between stages even more stressful. 

WhI le most of the I Iterature focuses on the handicapped chl id and the 
family, there Is a dearth of Information about the family involvement In major 
life events of disabled young adults and more particularly near ing-impai red 
Individuals. In this presentation two such events are considered — transition 
from school to postsecondary program and from a postsecondary program to wcrk. 

The results to be presented are preliminary findings from a national study 
funded by the National Institute of Handicapped Research aiming at polling 
students, alumni, their parents and vocational rehabilitation counselors about 
various aspects of postsecondary experiences of hearing-Impaired young adults. 

PARENTS' SAMPLE 

Survey forms were sent to parents of senior students In the classes of 
1984 and 1985 In a nat lona I sample of postsecondary programs for he^^r Ing- 
lmpalred persons. The mailing of the forms was contingent upon obtaining the 
student consent to contact their parents and their parents' address. Two 
mailings of the questionnaire netted 376 completed forms, a response rate of 
61%. To Insure that the parents who responded are representative of the 
parents of the students participating In the study, several comparisons have 
been made. Figures 1 to 3 Indicate very similar percentage distributions by 
the child type of postsecondary program, child gender, and race between the 
students and parents projects' samples. However, some of the parents' charac- 
teristics slightly differ In both surveys. For example, more hearing mothers 
(3.9%) and fewer deaf parents participated In the parents' survey (Fig. 4 & 
5). In addition, while the percentage distribution In the ^educational cate- 
gories of fathers in both surveys remained basically similar (Fig. 6), the 
parents' project sample Included 18.4% more college educated mothers, 16% more 
mothers with high school degree, and substantially fewer (34.2%) In the below 
high school educational level (Fig. 7). 

The examination of the Income distribution of the parents' sample reveals 
that It approximates a normal distribution with about one-fifth falling In 
each of the two middle income brackets (Table 1). It should be noted also 
that over two-thirds (67.3%) of the survey forms were completed by mothers, 
nearly one-fifth (19.3%) by fathers, and a little more than one-tenth of the 
forms (11.5%) were completed Jointly by both parents. A negligible 1.9% of 
the respondents were significant others not Including the parents, such as 
grandparents, aunts, uncles, siblings, etc. (Table 2). This data document 
the part lei pat Ion and Involvement of fathers In matters re I a ted to their 
hear Ing-lmpa Ired children. Either separately or Jointly with their spouses, 
30.8% of the fathers participated in the survey. Several authors (Le Masters, 
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REPRESENTATIVENESS OF PARENTS' SURVEY 
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REPRESENTATIVENESS OF PARENTS* SURVEY 
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TABLE 1 
income Distribution 



Income Levels Percent 

Below $10,000 
$10,000 - $19,999 
$20,000 - $29,999 
$30,000 - $39,999 
$40,000 - $49,999 
$50,000 + 



12.4 
15.9 
21 .6 
21 .9 
11 .0 
17.3 



1971; Levlne, 1965; Meadow, 1969; Pr Ice-Bonham, 1978) have pointed out that 
most studies of parental roles In families with hear I ng- Impaired children 
have focused their attention almost exclusively on the mother's role. How- 
ever, researchers, such as Neuhaus, 1969; Russell, 1978; jyicNell and Chabassol, 
1981; and Crowley et al. 1982, have recognized the Importance of the role of 
the father In such families. 

TABLE 2 

Distribution by Respondents' Relationship to 
Postsecondary Students Surveyed 



R. Relationship percent 

Mother g7 3 

Father ^g'^ 

Both Parents 115 

Other 1 ]g 



TRANSITION FROM SCHOOL TO POSTSECONDARY PROGRAMS 

The transition from school to postsecondary education represents an Impor- 
tant Juncture In a person's life In more than one way. It ushers the Indi- 
vidual Into adulthood, the beginning of Independence and determination as to 
one's life and career objectives. Among the important decisions to be made In 
this stage Is whether or not to enroll In a postsecondary program and the 
selection of such a program. For hear I ng- Impaired persons and their famines, 
this is a particularly difficult and trying time. For nearly one-third of the 
hearing- Impaired children in the U.S. who are educated In residential schools 
(AAD, 1980, Table 1, p. 179), graduation from high school marlcs the beginning 
of malnstreaming in the hearing world. For the majority of these and other 
hear I ng- Impaired graduates from different secondary educational settings, 
going to a postsecondary program means leaving behind the protective and 
familiar milieu of parents, teachers, and hometowns. 
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What role do the parents play during this Important transition In the life 
of their hearing-Impaired child? In this study, parental Influence Is 
assessed through their Involvement In the selection of the postsecondary pro- 
gram their child enrolled In; their visit to the campus and attendance In a 
family orientation program at the school; and finally, their knowledge about 
the services offered In these programs. 

SELECTION OF POSTSECONDARY PROGRAMS 

About two-thirds (62.1%) of the parents participating In the survey 
reported helping In the selection of the postsecondary program of their 
hearing-Impaired child. The question remains as to what are the factors that 
significant I y affect fami ly Involvement In the select Ion of their ch I Id's 
program? Did It vary by the child's gender or type of postsecondary program? 
An analysis by ^nder of the child did not reveal any stat I st lea * I y signifi- 
cant differences In the parents' behavior (chl square - 0.0316, d.f. « i, p - 
0.8590). In other words, the extent of parents Involvement In the selection 
of their child's postsecondary program Is the same whether It Is a son or a 
daughter. However, parents Involvement In the selection of their child's 
postsecondary program has been found to differ significantly with the type of 
program their child enrolled In (chl square - 9.285, d.f. - 2, p - 0.0096). 
Data reported In Table 3 Indicate that parents of four-year college students 
have the highest rate of participation In the selection of the postsecondary 
program, 71. 5X as compared to 54.1% and 56.9% for two-year and rehab-votec 
program students. The fathers' educational level may account for the dif- 
ferential Involvement of parents In the selection of the postsecondary program 
of their hear Ing-lmpa Ired children. Nearly two-thirds (63.7%) of the fathers 
of four-year college students are themselves college graduates (Table 3). 
Their expectations of their children are commensurate with their own personal 
achievement. Also, higher educational levels are generally associated with z 
sense of control and mastery over life events and outcomes (Phares, 1957). 
Parents failing Into this group will marshal I all their resources—infor- 
mational, financial, and emotional — to bring about the realization of their 
expectations for their children. 

While education may be viewed by the college educated parents as an addi- 
tional means for the maintenance of the fanlly social status and Its trans- 
mission from one generation to another (Bowles & GIntIs, 1976), others In the 
sample consider a good education as the icey to a better future for their 
disabled children. In fact, parents were asked to evaluate the Importance of 
nine factors thought to Influence their choice of a postsecondary program for 
their hearing-Impaired child. Data In Table 4 Indicate that, although seven 
of the nine factors were considered as very Important by more than 50% of the 
parents, the factor rated by the largest percentage of parents as very Impor- 
tant Is the quality of education the child would get (82.5%). it Is followed 
by Insuring Independence for the child (74.1%), and the availability of good 
support services (74.0%). The comparison of these factors to those reported 
by Craig as determining school selection, namely — "career objectives, finan- 
cial assistance, living ar rangeme.,ts, and school guidance, as well as proximi- 
ty" (Craig, 1973:176) provides another indication of the far reaching changes 
in the educational and social opportunities for hear Ing-lmpa I red individuals, 
in thd present study, few parents (20.4%) reported program proximity as a very 



Important factor In their selection of their hearing- impaired child's post- 
secondary program. 

Additional analyses were performed on each of the nine factors to Investi- 
gate whether or not parents differed significantly In their evaluation 
depending upon the type of postsecondary program their child was enrolled In. 
"Closeness to home" and "VR counselor selection" are the two factors which 
exhibited a statistically significant association with type of postsecondary 
program (Table 3). For example, about one-third of the parents of students 
In two-year anci In rehab-votec programs attribute more Importance to closeness 
to home of the program (35. 7X and 28.4%, respectively) compared to only 7.4% 
reported by parents of four-year college students. A similarly significant 
pattern (chl square - 21.072, d.f. - 6, p - 0.0018) Is detected in the 
parents' responses when asked about the Importance of the vocational rehabili- 
tation counselor's Influence on postsecondary program selection. More than 
one-half (55. 2X) of the parents of two-year college students and 60.3% of the 
rehab-votec students viewed the vocational rehabilitation counselor's selec- 
tion as Important and/or very Important, while only 34.5% of the parents of 
four-year college students considered it as such (Table 3). In addition, as 
previously noted, nearly two-thirds (63.7%) of the fathers of this group of 
students have a college education and 44.8% of them enjoy an annual family 
Income of $40,000 or more. In comparison, about one-third (31.7%) and a 
little over one-third (38.5%) of the fathers of students In rehab-votec and 
two-year programs have been to college. This Is reflected In their family 
Income, as only 13.8% and 23.5% of parents having children In the first and 
second types of programs fall into the $40,000 and over income group (Table 
3). A likely Interpretation is that, due to their educational levels, parents 
of students In the four-year postsecondary programs are Increasingly aware of 
the educational options available to their hear I ng- Impaired children. They 
participate more actively in the selection of the postsecondary program, par- 
ticularly since they have the income to supplement their hear I ng- impaired 
child's educational costs not covered by Vocational Rehabilitation. It is 
Interesting to note that except for these two factors, no others were found to 
be rated differently In a significant manner by parents of students In each 
type of postsecondary program. 

VISIT TO CAMPUS 

Another Indicator of the parents Involvement and concern at this Important 
Juncture of their hearing- Impaired child's life Is their visit to the campus 
of the postsecondary program prior to their child's enrollment. Data reported 
In Table 5 Indicate that parents who visited postsecondary campuses consti- 
tuted 59.8% of the respondents. When analyzed by gender of the child, there 
were no statistically significant differences In the the rates of parents' 
visits to postsecondary programs. This means that. Irrespective of whether 
they have a hear mg-lmpa I red son or a hearing-Impaired daughter, six out of 
every ten parents did visit the campus. In addition, no statistically 
significant differences were found (p - 0.8296) when parents' visits to 
campuses were crosstabu lated by type of postsecondary program. However, 
results In Table 5 Indicate that community colleges were visited slightly more 
often (62.7%) than the rehab-votec (58.7%) and the four-year programs (59.2%). 
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TABLE 3 



Selected Parents Variables Distribution By Their 
Hearing- Impaired Children Type of Postsecondary Program 



Selected 
Var iab ies 



Re-Votec 
N % 



2-Year 
N % 



4-Year 



N 



Parents Help in Selection 

Yes 
No 



Chi Square - 9.285 



Close to Home 

very Important 
important 

Somewha t I mpo r t an t 
Not Important 



78 


56 


.9 


46 


54 


.1 


105 


71 .5 


59 


43 


.1 


39 


45 


.9 


42 


28.5 


1 d 


f. - 


2 


p - 0 


0096 








21 


28. 


4 


15 


35 


7 


7 


7.4 


16 


21. 


6 


10 


23 


8 


6 


6.3 


14 


18. 


9 


8 


19 


0 


20 


?1 .1 


23 


31. 


1 


9 


21 


4 


62 


65.3 



Chi Square - 41.387 d.f. - 6 p - 0.0000 



VR Selection 



very Important 




14 




20.6 


11 


28 


9 


15 


18 


5 


important 




27 




39.7 


10 


26 


3 


13 


16 


0 


Somewhat Important 




20 




29.4 


6 


15 


8 


24 


29 


6 


Not Important 




7 




10.3 


11 


28 


.9 


29 


35 


8 


Chi Square 


- 21 


.072 


d 


f. - 6 


P - 


0.0018 










Fathers Education 






















Below High School 




31 




24.6 


16 


19 


3 


14 


9 


6 


High School 




55 




43.7 


35 


42 


2 


39 


26 


7 


Col lege 




40 




31.7 


32 


38 


6 


93 


63 


7 


Chi Square 


- 31 


.823 


d 


f. - 4 


P - 


0.0000 










FamI ly Income 






















Below $4,000 




5 




3.8 


2 


2 


5 








$4,000 - $9,999 




23 




17.7 


4 


4 


8 


9 


6 


7 


$10,000 - $19,999 




24 




18.5 


17 


21 


0 


14 


10. 


3 


$20,000 - $29,999 




30 




23.1 


19 


23 


5 


26 


19. 


1 


$30,000 - $39,999 




30 




23.1 


20 


24. 


7 


26 


19. 


1 


$40,000 + 




18 




13.8 


19 


23. 


5 


61 


44. 


8 


Chi Square 


- 46 


.701 


d. 


f. - 12 


P - 


0.000 
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TABLE 4 

Parent's Evaluation of Factors Influencing the 
Selection of a Postsecondary Program 



1 

Factors 


Very 
Important 


Important 


Somewhat 
Important 


Not 
Important 


The program has a good 
reputation 


68.3% 


27.6% 


3.6% 


0.5% 


The program matched the 
child's interests or 
objectives 


71.6% 


24.3% 


2.7% 


1.4% 


The program had good 
suDDort services 


74.0% 


20.0% 


4.6% 


1.4% 


The program was close to 
home 


20.4% 






A A CO/ 

44. b/o 


The child would get a good 

pdiir^ t i nn 


82.5% 


15.2% 


2.3% 




The child would get good 
job training 


70.8% 


24.5% 


3.2% 


1.5% 


The child would become 
independent 


74.1% 


18.3% 


4.9% 


2.7% 


The child had selected it 


53.0% 


37.8% 


7.8% 


1.4% 


The VR Counselor recom- 
mended it 


21.5% 


26.7% 


26.7% 


25. 1% 
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TABLE 5 

Effect of Type of Post secondary Programs and Fathers 
Characteristics on Campus visit and Attendance of Orientation 



Type of Programs and 
Fathers Character 1st Ics 



Yes 



% 



VISIl/Att6n(3arte6 
No 

N % 



Total 



% 



I. Visit 



Type of Programs 

Total 

Rehab-Votec 
2-Year Col lege 
4-Year Col lege 

Chi Square 

Visits to 4-Year Colleges 

Father Education 



220 

81 
52 
87 



59.8 

58.7 
62.7 
59.2 



0.3730 d.f 



148 

57 
31 
60 



40.2 



41 . 
37. 
40. 



368 

138 
83 
1^7 



p - 0.8296 



100 

37.5 
22.6 
39.9 



i i 



Tota 1 86 


59-7 


Do 


40 


.3 


144 


100 


Be low High School 4 
High School 17 
College 65 


30.8 
43.6 
70.7 


Q 

22 
27 


69 
56 
29 


2 
.4 
3 


1 "i 

39 
92 


y .u 
27.1 
63.9 


Chi Square - 


13.3189 d.f 




P 


m 


u . yjyj 1 o 




Fathers SEI 














Tota 1 82 


59.4 


56 


40 


.6 


138 


100 


Low 10 
Med 1 urn 16 
High 56 


37.0 
53.3 
69.1 


17 
14 
25 


63 
46 
30 


0 
7 
9 


27 
30 
81 


19.6 
21 .7 
58.7 


Chi Square - 


9.2418 d.f. 


- 2 


P - 0 


.0098 




Attendance of Orientation 














Type of Programs 














Tota 1 1 35 


72.6 


SI 


27 


.4 


186 


100 


Rehab-Votec 46 
2-Year Col lege 31 
4-Year Col lege 58 


76.7 
73.8 
69.0 


14 
11 
26 


23 
26 
51 . 


3 
2 
0 


60 
42 
84 


32.2 
22.6 
45.2 


Chi Square - 1 .0620 


d.f. - 2 p 


- 0. 


5580 








Attendance of 4-Year College Orientations 












Fathers SEI 














Total 57 


71.3 


23 


28. 


8 


80 


100 


Low 13 
Med 1 urn 12 
High 32 


92.9 
80.0 
62.7 


1 
3 
19 


7. 
20. 
37. 


1 
0 
3 


14 
15 
51 


17.5 
18.8 
63.8 


Chi Square - 


5.5523 d.f. 


- 2 


p - 0 


.0623 
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Old any of the parents' characteristics affect their visit to campuses? 
I.) social stratification studies^ It has been customary to use the father's 
socioeconomic characteristics as Indicators of the social status of the family 
as a whole. This practice has been followed In this study» though mothers 
constitute the majority of the declared respondents of the parents survey. 
Two such characteristics have been used as measures of the family life style. 
The first Is the father's educational level and the second Is the father's 
Socioeconomic Index (SEI) score. Developed by Duncan (1961)» the Socloecomic 
Inaex Is a composite measure which combines education, occupation and Income. 
Visits to campuses were not found to be significantly affected "^y either 
father's education or father's SEI. However, when type of postsecondary 
program wero controlled for, the above mentioned relationships remained non- 
significant only for rehab-votec and two-year programs. Parents' visits to 
four-year colleges wore found to be significantly associated with father's 
educational level (rhi square « 13.3189, d.f. « 2, p « 0.r.0i3). Results 
reported In Table 5 show that father's SEI had also a significant effect (chl 
square - <*.2418, d.f. - 2, p - 0.0098). Seven out of ten fathers with high 
SEI, planning to send their children to a four-year college, visited the cam- 
pus as compared to five out of ten fathers with middle SEI scores and four out 
of ten fathers with low SEI. Needless to say, what accounts for these dif- 
ferentials may be attributed. In large part, to costs of travel. 

KNOWLEDGE AND ATTENDANCE OF PARENTS* ORIENTATION 

Other Indicators of parents Involvement In the education of their hearing- 
Impair 3d children are knowledge and attendance at parents' orientation 
programs organized by the various schools, igiore than one-half (53.7%) of the 
parents knew about these programs. If Indeed offered at the various campuses. 
Type of postsecondary p'-ograms, child gender, father's education, and father's 
SEI did not affect this knowledge. This can be Interpreted as another sure 
sign of tiie parents* involvement and concern with their hear I ng- Impaired 
child's well-being. Irrespective of the group they or their children fell 
under In the aforementioned variables. 

Of the parents who knew about the availability of orientation programs 
especially organized for their benefit, 72.6% of them attended the orien- 
tation. Although no statistically significant differences In parents atten- 
dance rates have been detected when examined by type of postseondary 
programs, child's gender, father's education or fathers' SEI, an Interesting 
finding Is to be noted. When the association between attendance of parents' 
orientation and fathers' SEI was analyzed within each type of postsecondary 
progr^.n, the relationship was found to be of marginal significance (p - 
0.0623) for the four-year college type of program. While the expectation Is 
toward a positive association. I.e. the higher the SEI, the higher the atten- 
dance rate, the data In Table 5 support a negative association with 93% of 
fathers with low SEI attending, 80% of fathers with m3dlum SEI, and only 63% 
of those with high SEI. At first glance, these results may be viewed as Indi- 
cating that highly educaced, well-to-do fathers who occupy high status Jobs 
are likely to be less Involved In their hear I ng- Impaired children's education 
compared to other fathers. However, this will be an erroneous conclusion to 
draw from these findings. What seems to be a more plausible Interpretation Is 
that the very demands of high status Jobs and life styles of these fathers 
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dictate their schedule and may prevent them from attending organized events 
such as parents' orientation. However, their Involvement and Interest In 
their hearing-Impaired children's well-being Is we I I -documented by their 
higher rate of visits to four-year college campuses referred to In the pre- 
ceedlng section. As for the 93X and 80% attendance rates of fathers with low 
and medium SEI, It Is easi ly explained by the pr Ide they feel In the 
accomplishments of their disabled children. Furthermore, attendance at the 
parents' orientation which may be at a financial burden to them, gives them a 
chance to personally Insure that their hear Ing-lmpa I red children will be cared 
for adequately. 

PARENTS' KNOWLEDGE AND PERCEPTIONS OF SERVICES 

A final Indicator which reflects parental concern with their children's 
postse'* .ndary education Is their knowledge of services available In these 
programs. Parents were also asked about their perceptions as to the Impor- 
tance of thirteen services In postsecondary education programs for hearing- 
Impaired students. Data presented In Table 6 show that services deemed very 
Important by most parents are Interpreting services (81.5%), career counseling 
and placement services (76. 3X), speech and hearing services (74.5%), and per- 
sonal counseling services (74.0%) to name the top four. While results 
reported In this table Indicate that parents' knowledge about the availability 
of services Is adequate, there seems to be a relationship between the percen- 
tage of "don't know" and the Importance of the service as perceived by the 
parents. For example, the services previously mentioned as very Important by 
most parents have a relatively small percentage of parents not knowing about 
their availability. The percentages of "don't know" for these services range 
from 5.4% to 12.8%. Transportation and help In finding off-campus housing 
which are perceived by very few of the parents as very Important (24.3% and 
31.8%, respectively) exhibit the highest percentages of "don't know"~31.0% 
and 43.2%, respectively. 

TRANSITION FROM SCHOOL TO WMK 

The hear Ing-lmpa I red children of six out of every ten parents surveyed 
graduated from the postsecondary program they enrolled In and the children of 
three out of the remaining four parents were about to do so. The hearing- 
Impaired child of the latter group has a 50/50 chance to either transfer to 
another program or drop out completely. Percentagewise, It means that at this 
late stage of postsecondary education the dropout rate Is about 5.0% and so Is 
the rate of transfer to another program. However, It should be stressed that 
these rates hold only for hearing-Impaired students who are about to graduate. 
In these Instances, It Is reasonable to assume that dropping out or trans- 
ferring to another program Is caused by other than academic factors. 

Do graduation rates, as reported by the parents differ by type of program 
or by students' gender? As graduation rates are examined by type of post- 
secondary program, a stat 1st lea I ly signl f leant dl f ference Is detected (chl 
square - 16.41378, d.f . - 2, p - 0.0003) . Four-year col leges report the 
highest graduation rate (70.5%), followed by the rehab-votec (59.4%), and 
finally, the two-year community colleges (43.5%). 
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TABLE 6 

Parents Knowledge and Perceptions of Services 





Availab 


le 


Importance 


Services 


Yes 

h 


No 

y 


Don ' t 
Know 
% 


Very 
Important 


Important 

/o 


Somewhat 
Important 

% 


Not 
Important 

0/ 


Personal Counseling 
Services 




1 1 
1.1 


5.4 


/*f • U 


.0 


2.0 


0.6 


Speech & Hearing 
Services 


RI A 

Ol • H 


D.J 


12.3 


7il R 
/4. 0 


i/.y 


4.9 


2./ 


Social Activities 


81.9 


5.4 


12.7 


47.4 


34.8 


13.0 


4.8 


Student Health 
Services 






20.6 




JU.o 


12.3 


4.6 


Financial Aid 
Services 


86.9 


3.1 


10.0 


61.6 


24.0 


9.5 


4.9 


Career Counseling & 
Placement Services 


83.1 


4.1 


12.8 


76.3 


19.5 


2.7 


1.5 


Transpoi iation 
Services 




JO.U 


31.0 




26.4 


25.7 


23.6 


Interpreting 
Services 




1 L 


5.6 


01.0 




3.5 


2.1 


Tutoring 


65.0 


5.7 


29.3 


65.9 


23.2 


7.6 


3.3. 


Notetaking Services 


61.5 


5.5 


32.9 


63.3 


22.6 


9.2 


4.9 


Special Telephone/ 
TTy Services 


87.6 


4.2 


8.2 


63.8 


27.3 


6.1 


2.8 


On*Campus 

Supervised Housing 


63.2 


28.2 


8.6 


50.5 


20.9 


15.3 


13.3 


Help in Finding 
Off-Campus Housing 


37.6 


19.2 


43.2 


31.8 


29.1 


19.8 


19.4 
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It Is Interesting to note that although parents are reporting on a similar 
male/female ratio than In the student population surveyed (Fig. 1), the gender 
distribution of graduates In the three types of postsecondary programs differ. 
Females are underrepresented by 8.6% In the rehab-votec programs and by 15.2% 
In the two-year community colleges. However, they are overrepresented by 
12.4% In the four-year colleges. It should be noted that gender differences 
In graduation rates are not large enough to render them statistically signifi- 
cant overall or within each of the three types of postsecondary programs. 

EMPLOYMENT 

When parents were asked ^ibout the employment status of their hearing- 
Impaired children, 63.1% of the parents reported that their children found 
employment right after graduation from a postsecondary program. Furthermore, 
the vast majority of the employed (87.9%) retained their Jobs. Of those who 
became unemployed (12.1%), one-half I.e. 6% were lald-off and one-third (4%) 
left their Job for personal reasons, such as to continue their education or to 
ra ise a fami ly . 

What Is the effect of type of postsecondary program and gender on postgrad- 
uatlon employment rates? The effect of type of postsecondary programs on the 
employment rate of hear Ing-lmpa I red graduates Is of marginal statistical 
significance (chl square - 7.4624, d.f. - 2, p - 0.0240). in this sample, 
graduates of two-year colleges experience the highe^^t rate of employment 
(71.8%), followed closely by four-year colleges (69.1 and finally, by the 
alumni of rehab-votec programs (51.8%). With regard to gender, no statisti- 
cally Significant differences are detected In the distribution of postgrad- 
uatlon employment rates of males and females. However, as this association 
Is considered within each type of postsecondary program, a marginally signifi- 
cant effect of gender is observed among the four-year college graduates (chl 
square - 4.2808, d.f. - 2, p - 0.0385). In fact, although hear I ng- Impa I red 
males graduating from the four-year programs are 12.4% fewer than the hearing- 
Impaired females, as pointed out before; 83.3% of the males found Jobs right 
after graduation as compared to only 60.7% of the females. 

PARENTS* PERCEPTIONS OF THEIR CHILDREN'S EMPLOYMENT 

Parents were asked about their perceptions of the Jobs their hearing- 
Impaired children obtained after graduation from a postsecondary program. 
Three out of four parents expressed satisfaction, leaving only one not pleased 
with the child's Job placement. The reasons most frequently mentioned by the 
first group of parents are: "matches the child's Interest and training," "a 
good Job," "provides exper.ence," "offers opportunities for advancement," and 
"promotes Independence.'* Dissatisfied parents report most frequently that the 
Job: "does not match the Interest or training of their child," "only a part- 
time job," "a Job with no future," "not lucrative or too difficult." When 
these reasons are tabulated by type of programs, no statistically significant 
differences were detected; however, the ranking of the reasons from most to 
least frequently mentioned, changed slightly. 
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CONCLUSION 



The results presented thus far conjure In our minds an Image of the role 
of the family very different from what the literature on deaf adolescents and 
their families leads us to expect. Undoubtedly, the presence of a disabled 
Child can be and Is usually stressful on the family and the child alike 
However, It seems that researchers. In their attempts to study and alleviate 
this stress, have lost sight of the natural process of adjustment. Maybe 
this process Is too slow to be noticeable or even too slow to rely on for 
effective coping. As a result, researchers have been preoccupied with 
this first stage at the expense of later ano equally important stages. This, 
in turn, due to lack of Information more than anything else, helped Imply that 
Issues and problems m the family life of hear Ing-impa I red adolescents will 
carry on Into the life of hear I ng- impaired young adults. 

It would be foolish not to recognize that many families fall to manage the 
stress created by the presence of a disabled child in their midst, leaving the 
parents each going their separate ways. Although, nowhere in the survey 
Instrument Is Information solicited on family relationships, some parents made 
comments documenting this fact, sometimes, the disabled child was reared by 
grandparents or other relatives. Irrespective of who Is the "acting" parent 
the responses received Indicated that this stage of the young hear Ing-lmpa Ired 
adult's life IS Characterized by care, concern and Involvement on the part of 
the parent. And, I dare say. In many instances, a lot of pride In the child's 
accomplishments as attested to by additional comments and personal letters 
received. 

it may be argued that the study sample may be biased toward adjusted fami- 
lies of hearing-Impaired adults on two counts. First, only students with good 
rapport with their famllites provided their parents' addresses. Second cnl^ 
concerned parents answered the survey. However, the representativeness of the 
parents' sample compared to information supplied by the students surveyed 
about their parents, as discussed earlier, serves to refute both of these 
counts. 

To sum up, the data reported and discussed In this presentation Indicate 
that the family does Indeed play an important role In the transition of 
hear Ing-lmpa I red adolescents as they embark into adult life. This role is all 
the more important as it comes at a cr I tidal Junction of life—the choice of 
a post-r-jondary program which, in turn, determines the entire career of the 
Indivlual. The parents active participation m the selection of the program 
attended by their child Is we I I -demonstrated by their visits to campuses and 
their attendance at parents' orientation programs. Cost of these trips to the 
various postsecondary programs did not act as a deterrent, partlculary to 
parents with limited financial resources whose hear Ing-lmpa I red children 
enrolled In four-year colleges. Results also indicate that the gender of the 
hear Ing-lmpa I red child did not affect the parents' behavior m any way. 
Furthermore, more parents of four-year college students have been Involved in 
the selection of the postsecondary program of their hear Ing-lmpa I red child 
(71.5%) compared to those of two-year college students (54.1%) or rehab-votec 
students (56.9%). m addition, parents of four-year college graduates more 
than thode of other postsecondary graduates, felt that the proximity of the 



t *' " I 

'.13 -tA, i 



program or the vocational counselor's choice of postsecondary program as not 
critical In the selection of the program their hear I ng- Impaired child enrolled 
in. It should be noted that this group of parents Includes the highest per- 
centages of college graduates and of those who enjoy an annual family Income 
of $40,000 or more. 

Finally, these results reflect the parents' Involvement In the postsecon- 
dary education of their hearing-Impaired children. This Involvement can be 
fostered through constant dialogues between the parents and the child's coun- 
selors at school and at vocational rehabilitation. By keeping the parents 
abreast of their hear I ng- Impaired child's progress and options, the parents 
can malce Informed decisions and be active participants In the rehabilitation 
process. This can only Increase the satisfaction expressed by the majority 
of the parents with the vocational achievements of their children. 

In view of these finding, postsecondary programs need to consider 
increasing their contacts with the parents and target them along with 
Vocational Rehabilitation In their recruitment efforts. 
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THE EDUCATIONAL AND OCCUPATIONAL 
ASPIRATIONS AND ATTAINMENTS OF 
DEAF STUDENTS AND ALUMNI OF 
POSTSECONDARY PROGRAMS 



JOHN G. SCHROEDEL 

This paper presents some results from two research 
projects. One Is a study of 743 deaf students who were 
expected to graduate from 41 special postsecondary edu- 
cation programs across the United States during 1984 or 
1985. The other study Is a follow-up survey of 193 deaf 
respondents In the class of 1984 who were contacted 
after their graduation. The demographic and auditory 
characteristics of the prospective graduates are 
described, as are their oral and manual communication 
competencies. The types of postsecondary programs 
attended by these deaf students and their reasons for 
selecting them are examined. Patterns In amount of 
encouragement to attend college are assessed, as are the 
educational attainments of the classes of 1984 and 1985. 
Information on types of majors and reasons for selecting 
them are presented. The occupational plans as well as 
the educational and occupational aspirations of respon- 
dents are also scrutinized. Results from the alumni 
fo I low-up study focus upon the I r emp loyment status , 
occupational attainments, and selected attitudes towards 
their postsecondary program. 

Completing postsecondary training to obtain employment and economic inde- 
pendence are important outcomes In the transition from adolescence to adult- 
hood. Young adults entering higher education need to make several important 
decisions In order to achieve these goals. They need to cjecide what kind of 
career they want, the training needed to enter that career, and where that 
training can be acquired. Underlying these decisions are the individual's 
educational and occupational aspirations. These aspirations are created and 
modified through social interaction. A college student, for example, assesses 
hi.« or her potential as demonstrated by intelligence and academic abilities. 
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Significant others such as parents or teachers aiso appraise these attributes 
of the student and communicate corresponding expectations which influence the 
student's aspirations. Research into how these aspirations and expectations 
are formed have been aided by the contributions of sociai psychologists such 
as Cooiey (1964) and Mead (1964) who considered that the individual's self- 
concept developed through social Interaction with significant other individ- 
uals such as parents, teachers, and peers. A relevant jontrlbution was made 
by Super (1957) who observed that an Individual's self-concept was expressed 
through selection of an occupation or career. 

These perspectives have guided this research study of the educational and 
occupational aspirations and attainments of deaf youth. This paper presents 
some results from this research. The objectives of this paper are: (1) To 
describe key characteristics of a sample of deaf students who were expected to 
graduate during 1984 or 1985 from special post secondary educational programs 
across the "nited States. Specifically, the soclodemographic and deafness- 
related att. ibutes of these prospective graduates will be described, as are 
their oral and manual communication abilities and geographical distribution. 
(2) To describe key decisions these students made during their education to 
prepare for employment: What were the programs they attended and why did they 
select these programs? Who Influenced their decision to attend college? What 
were their majors and reasons for selecting these majors? What were their 
occupational plans after graduation and what were their future educational and 
occupational aspirations? (3) To describe the activities pursued by deaf 
alumni after their postsecondary graduation. How many were employed, 
unemployed, or still In school? In what kinds of occupations were they 
working? 

METHODS 

Data from two research projects are presented in this paper. Data collec- 
tion methods for each of these projects are discussed below. 

Current student study . The target population for this study included deaf 
students In their last year of training during the 1984 or 1985 school years 
at 41 special postsecondary programs In 23 states and the District of 
Columbia. These 41 programs were listed In the 1983 edition of Col lege and 
Career Programs for Deaf Students (Rawllngs, Karchmer, & DeCaro, 1983). Each 
program had a minimum enrollment of 15 or more hearing-impaired students 
receiving special support services provided by trained personnel. Project 
ataff visited most of these programs during the spring of 1984 and again In 
the autumn of 1984, while program staff collected data at the few campuses not 
visited by project staff. Questionnaires were typically administered to small 
groups of deaf students. Codable questionnaires were completed by 43.6% of 
the estimated 1703 eligible prospective graduates In the classes of 1984 and 
1985. As shown In Table 1, 14.5% of the respondents were from three rehabili- 
tation facilities, 21.6% from seven technical Institutes, 25.0% from 22 com- 
munity colleges, and 38.9% from nine four-year colleges with or without 
graduate schools. Community colleges comprised more than half of the 41 post- 
secondary programs cooperating with the project. As shown In Table 1, there 
was an average of 18 deaf respondents from each of the participating programs. 
The community colleges as a group, however, had an average of only eight 



118 



respondents per program. This indicates that the community colleges had much 
smaller enrollments of deaf students compared to the other three types of 



postsecondary programs. The names of the 41 


programs are 


given in Appendix A. 




TABLE 1 






Percent Distribution of 
by Type 


Respondents in Classes of 
of Postsecondary Program 


1984 ana 1985 








Respondents 


Type of Program 


N 


Percent 


Average Number 
Per Program Type 


3 Rehabilitation Facilities 


108 


14.5 


36.0 


7 Technical Institutes 


160 


21.6 


22.8 


22 Community Colleges 


186 


25 0 


8.4 


9 Four-Year Colleges 


289 


38.9 


32.1 


41 Programs 


743 


100.0 


18.1 



Alumni study . When project ocaff met the class of 1984 on campus during 
the spring of 1984, their informed consent was requested for their cooperation 
in a follow-up study approximately one year after their graduation. Ninety- 
two percent, or 343 of t^e 371 students in the class of 1984, agreed to 
cooperate. At that time, these cooperating students were asked to provide 
addresses of their parents, relatives, and other persons who may know their 
location in 1985. Three mailings of a tracer form between July, 1985 and 
January, 1986 successfully located 86.3% of the 343 deaf alumni in the class 
of 1984. Once located these alumni we^e then sent a survey questionnaire. 
Three mailings of the survey form were done between August, 1985 and February, 
1986 . Completed quest ionnai res were received from 65 . 2% of the 296 deaf 
alumni in the class of 1984 who were successfully traced. 

RESULTS 

Current Student Study 

Student characteristics . Key demographic and disability characteristics 
of respondents are summarized in Table 2. Eighty-four percent of the students 
became deaf before four years of age, thus can be described as prelingually 
deafened . Among the 12% of students reporting an additional disability 
besides deafness, blindness or impaired vision were the leading category, 
followed by physical disabilities (e.g., cerebral palsy, orthopedic 
impairments) , and then chronic disorders such as asthma , heart trouble , and 
arthritis. More than half of the deaf respondents graduated from nonresiden- 
tial high schools, which includes day programs, day classes, and mainstreamed 
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schools. Eighty-two percent of the students are White and 51% are male. 
Respondents are generally young; the median age Is 22 years. 

TABLE 2 

Percent Distribution of Selected Characteristics of Respondents* 

Classes of 1984 and 1985 



Character 1st Ic 


N 


Percent 


Age at Onset 


705 


100.0 


Born deaf 


445 


63.0 


Less than 1 year old 


65 


9.2 


1 to 3 years old 


83 


11 .8 


3 to 6 years old 


57 


8.1 


6 years and older 


55 


7.9 


Additional disabi 1 Ity 


717 


100.0 


Yes 


87 


12.1 


No 


630 


87.9 


Type of High School 


699 


100.0 


Resident la 1 


312 


44.6 


Nonres Ident 1 a i 


387 


55.4 


Race 


738 


100.0 


White 


608 


82.4 


Black 


67 


9.1 


Hispan Ic 


36 


4.9 


Asian, American Indian 


27 


3.6 


Gender 


739 


100.0 


Male 


377 


51 .0 


Fema le 


362 


49.0 


Age 


727 


100.0 


18-19 


52 


7.2 


20-21 


219 


30.1 


22-23 


177 


24.3 


24-29 


207 


28.5 


30-61 


72 


9.9 



Communication competencies . As shown In Table 3, a majority of the deaf 
respondents evaluated their manual communication skills better than their oral 
communication skills. While 82% rated their expressive and receptive signing 
competencies as either very good or good, between 61% and 64% considered their 
speech and speech reading to be very good or good. Seventy-three percent 
ratec their f Ingerspel I Ing as good or better. It Is also Interesting to note 
that about 4X had no or poor signing skills, while 14% reported no or ooor 
speech ski Ms. Deaf adults in the 1971 National Census of .he Deaf Population 



120 

13-. 



also evaluated their manual communication skills better than they did their 
oral skills (Schroedel, 1976/1977). However, several studies of hearing- 
Impaired college students and alumni reported different patterns In ratings of 
communications skills. At NT ID the ratings of newly enrolled deaf students' 
expressive speech skills were as good as the^r ratings of their abilities to 
understand sign language (McKee, Stinson, & Blake, 1984). in another study, 
deaf persons educated in regular colleges and universities reported more 
Intel ilgible speech than deaf persons educated in special colleges (Schroedel, 
In press). It may be inferred from these studies that deaf students with dif- 
ferent communication competencies attend different types of postsecondary 
programs. 

TABLE 3 

Percent Distribution of Respondents' Ratings of Their Oral and Manual 
Communication Skills, Classes of 1984 and 1985 



Rat ings 



Commun 1 cat Ion 
Ski 1 1 


Total 


Very 
Good 


Good 


Fair 


Poor 


None 


Use Sign Language 


100.0 


49.7 


33.7 


12.9 


2.3 


1 .4 


Understand Sign Language 


100.0 


47.6 


34.2 


13.6 


3.0 


1 .6 


FIngerspel 1 Ing 


100.0 


36.4 


36.4 


18.9 


6.3 


1 .9 


Speech 


100.0 


27.6 


33.3 


25.2 


7.5 


6.4 


Speech Reading 


100.0 


26.1 


37.9 


27.0 


6.9 


2.1 



Such statistically significant patterns occurred with the postsecondary 
classes of 1984 and 1985. Comparisons were made of students' ratings of five 
communication competencies (expressive signing, understanding signing, speech, 
speech reading, and f Ingerspe 1 1 ing) by type of postsecondary program attended 
(rehab 1 1 1 tat Ion fad 1 1 1 les , technica I Inst itutes , commun I ty col leges, and 
four-year colleges). The results indicated that the percentages of deaf 
respondents eva I uat I ng their speech , speech read I ng , understand 1 ng s 1 gn 
language, and f Ingerspe 1 1 1 ng as very good Increased according to the level of 
the postsecondary program attended. Thus, larger proportions of deaf students 
at the community col leges and four-year col leges reported better oral and 
manual communication competencies than did deaf students at the rehabilitation 
and technical training programs. These results tentatively suggest that deaf 
youth who are more communicatively competent receive an academic postsecondary 
education rather than technical-vocational training. However, other differ- 
ences In the background character 1st I cs of the deaf students attending the 
four types of postsecondary programs may also be related to these patterns In 
communicative skills by type of postsecondary program attended. identifi- 
cation of specific reasons for these patterns require further study. 
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Geographic distributions . Students In the classes of 1984 and 1985 origi- 
nated from 47 different states and several territories. They attended 41 
postsecondary training programs in 23 states and the District of Columbia. 
The 50 states and several terrltorieo are organized into 10 federal regions. 
The distributions of these states by regions where the respondent graduated 
from high school and where the student attended a postsecondary program are 
given In Table 4. More than 30% of respondents came from the North Central 
region and were also educated In this region. The fact that 12 of the 41 
postsecondary programs are In the North Central region partially explains this 
cluster Ing. 

TABLE 4 

Percent Distribution of Geographic Region of KIgh Schools and 
Postsecondary Programs Attended by Respondents 
In the Classes of 1984 and 1985 



Reg Ion 3 




(1) 
High 
Schoo Is 


(2) 

Postsecondary 
Programs 


(1-2) 
Net 
D 1 f ference 


(1) 


New England 




5 


.0 




. 1 


-4.9 


(2) 


New York, New Jersey 




7 


.9 


19 


.9 


+ 12.0 


(3) 


MId-At lant Ic 




8 


.2 


12 


.5 


+4.3 


(4) 


South East 




9 


.0 


7 


0 


-2.0 


(5) 


North Central 




36 


.1 


31 


1 


-5.0 


(6) 


South Central 




9 


.2 


7 


7 


-1.5 


(7) 


Middle West 




7 


3 


5 


4 


-1.9 


(8) 


Rocky Mounta Ins 




4 


0 


1 


5 


-2.5 


(9) 


Pac 1 f 1 c Coast 




10 


9 


10. 


2 


-.7 


(10) 


North West 




2 


4 


4. 


6 


+2.2 






Total 
N 


100.0 
698 


100.0 
743 





3 states by region: (1) CT, ME. MA. NH. Rl. VT (2) NJ. NY. PR. VI (3) DE . MD . 
PA. VA. WV. DC (4) AL. FL . GA. KY . MS. NC . SC. TN (5) IN. IL. Ml. MN. OH. Wl 
(6) AR. LA. NM. OK. TX (7) lA. KS . MO. NE (8) CO. MT . ND . SD . UT . WY (9) AZ. 
CA. HI . NV (10) AK. ID. OR. WA. 
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It Is known that 48% of the 743 deaf respondents In the classes of 1984 
and 1985 received their postsecondary raining in the same state where they 
graduated from high school; 52% were trained outside of their native state. 
The column of data on the right side of Table 4 expresses these patterns on a 
regional basis. In 3 of the 10 regions, the number of deaf students receiving 
postsecondary training surpassed the number of deaf students who graduated 
from high schools within the region. The location of a federally supported 
postsecondary program in each of these r eg Ions — NTI D (New Yoric) , Ga I laudet 
College (Mid Atlantic), and Seattle Community College (North West) — is a major 
factor in these results. Among the seven other regions with a net loss of 
deaf youth to other regions for postsecondary training, the Pacific Coast had 
the lowest net difference partially because of the location of a fourth 
federally funded program (California State University at Northridge) within 
this region. A fifth federally assisted program, St. Paul TVI Is located in 
the North Central region. 

Reasons for selecting program . The deaf students were asked to name the 
reason why they selected their postsecondary program. As shown in Table 5, 
most respondents stated that to get either a good education or good Job 
training were the most important reasons for choosing their sciiool. 
Recommendation about the program from parents, counselors or other persons 
were relatively less Influential. These results were similar to a 1964 study 
of 457 deaf adults educated In regular colleges and uni versil I tes. Rankings 
In their stated reasons for attending college were: to get good job training 
(50%), to get a good general education (43%), to learn how to get along with 
people (5%), and to have a good time (2%) (Quigley, Jenne, & Phillips, 1968). 

Encouragement to attend college . The deaf students in the classes of 1984 
and 1985 also indicated how much encouragement to attend college they received 
from different "significant others." Fifty-five percent reported that their 
mothers expressed a lot of encouragement while 43% stated that their fathers 
gave them a lot of encouragement (Table 6). That mothers may be more influen- 
tial than fathers in this respect may be related to the general demographic 
trend of Increases In the number of households with single parents, .hich 
usually means that the mother raises the children in such homes (Kelley, 
1985). The deaf respondents also reported that high school teachers or coun- 
selors and rehabilitation counselors gave less encouragement than their 
parents to attend college. Smaller proportions of the deaf students :eported 
getting a lot of encouragement from friends, other relatives, clergymen, or 
employers. Similar results were found by the Quigley group (1968) in a study 
of ueaf college students and alumni who indicated that parents, pre-college 
counselors or teachers, friends, and relatives were in that order the most to 
least influential In their decision to go to college. 

One interpretation of these findings Is that parents are more of a pri- 
mary referent group than are professional personnel or others in encouraging 
their deaf sons and daughters to obtain more education. However, parents vary 
In their expression of this encouragement. Other analyses determined that 
deaf students from community colleges or four-year colleges were significantly 
more likely to obtain a lot of encouragement from their fathers than were deaf 
students from the rehabilitation facilities or technical Institutes. Mothers 
of deaf students from four-year colleges significantly conveyed a lot of 
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TABLE 5 



Percent Distribution of Reasons for Selecting Program by Type of 
Postsecondary Program, Classes of 1984 and 1985 



Reason 


Percent 


Get a good education 


62.6 


Get good Job training 


4.54 


People recommended It 


17.2 


Become Independent 


14.5 


To make f r lends 


14.1 


Program Is close to home 


12.2 


Parents recommended it 


10.1 


Vi^ counselor recommended It 


9.6 


Number of students 


743 



NOTE: Total exceeds 100% due tu multiple responses. 

encouragement than In mothers of deaf students from the other three types of 
programs. Relevant to these patterns It Is also known that significantly 
larger proportions of deaf students from the community colleges and four-year 
colleges had fathers with a college education than did deaf students from the 
rehahl I Itat lon--technlcal programs. Add 1 1 »ona I I y , deaf students from the four- 
year colleges were significantly more llfcely to have college-educated mothers 
than were deaf students from the other three types of postsecondary programs. 
It Is also known that college-educated parents were more apt to convey a lot 
of encouragement to their deaf sons and daughters to attend college than are 
parents without a college education. Furthermore col lege-educated parents 
prefer than their deaf offspring receive an academic, rather than nonacademic 
postsecondary education. 

Level of current degree . Students also Identified the level of the degree 
they expected to receive upon graduation In 1984 or 1985. Nearly 76% antici- 
pated graduating with a degree below the bachelors (Table 7). Other surveys 
of Jeaf adults (e.g., Schroedel, 1976/1977, 1982) reported similar results. 
Coirparat Ively , 29% of college degrees awarded to the general population in 
1980 were the associate's or equivalent two-year degrees (U.S. Bureau of the 
Census, 1981). One evident reason for this Is that most hear I ng- Impaired stu- 
dents aspire to ^nter occupations which require two years of college, rather 
than four years. Additionally, -"eaf college students require more time to 
complete their degrees than do college students who hear. Research at NTID 
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TABLE 6 



Percent Distribution of Amount of Encouragement to Attend College 
from Six Sources Given to Respondents, Classes of 1984 ano 1985 



Amount of Encouragement 



Source 


Total 


A 
Lot 


Some 


A 

Little 


i.jne 


Mothers 


100.0 


55.5 


21 .9 


11.9 


10.7 


Fathers 


100.0 


43.3 


21 .8 


13.2 


21 .7 


High School 
Teachers, Counselors 


100.0 


41 .3 


30.6 


10.8 


17.3 


VR Counselors 


100.0 


36.8 


27.9 


14.5 


20.8 


Fr lends 


100.0 


29.5 


34.4 


18.5 


17.5 


Others^ 


100.0 


22.9 


20.1 


19.0 


38.0 


^ Includes employers. 


other relatives. 


Clergy . 









determined that the average deaf student there needed almost four years to 
complete an assoclates's degree (DILorenzo & Welsh, I98la). The need for 
remedial education to reduce academic deficiencies clearly contributes to this 
extension of postsecondary education. 



TABLE 7 

Percent Distribution of Level of Current Degree Sought 
by Respondents, Classes of 1984 and 1985 



Degree Level 


N 


Percent 


Vocational diploma, certificate 


360 


49.2 


Associates 


194 


26.5 


Bachelors 


136 


18.6 


Masters 


39 


5.3 


Doctorate 


3 


.4 




732 


100.0 
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Major field of training . The 743 prospective graduates In this study were 
majoring In 163 different fields grouped into 23 clusters within five broad 
areas In Table 8. Two-thirds of these students were majoring in technologi- 
cal, scientific, liberal arts, human services, or clerical areas expected to 
lead to white-collar employment after graduation. The other one-third of 
respondents were receiving training in such blue-collar fields as the crafts 

TABLE 8 

Percent Distribution of Majors and Training Areas 
for Current Degree Sought by Respondents, 
Classes of 1984 and 1985 



Major;; 



Percent 



A. Technological or Scientific 



(222) 



(30.2) 



Computer Sciences 

Business Management 

Drafting, Graphic Arts 

Engineer Ing/Sclent I f ic Technologies 

Health Technologies 

Life and Physical Sciences 

Natural Resources, Agriculture 

Engineer Ing 



61 
41 
41 
38 
18 
13 
6 
4 



8.3 
5.6 
5.6 
5.2 
2.4 
1 .8 
.8 
.5 



B. Liberal Arts Muman Services 



(159) 



(21 .6) 



Liberal Arts, Humanities 

Educat Ion 

Human Services 

Communications, Media 

Home Economics, Consumer Education 



53 
46 
41 
10 
9 



7.2 
6.2 
5.6 
1 .4 
1.2 



C. Office and Clerical Practices 

D. Crafts 



(109) 



(131) 



(14.8) 



(17.8? 



Pr Int Ing 

Auto Body, Engi'ie Mechanics 
Machine Trades 
Product Services/Repair 
Construct ion 



46 
32 
31 
13 
9 



6.3 
4.3 
4.2 
1 .8 
1 .2 



Service Workers, Other 



(115) 



(15.6) 



Prevocat lona I 77 

Personal/Domest Ic Services 14 

Attendants: School, Social Services 12 

Hospitality and Recreation 12 



10.5 
1 .9 
1 .6 
1 .6 



Total 



736 



100.0 
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or semi -ski I led services work. Cler ica I /of f ice practices, computer science, 
the liberal arts/humanit les, printing, and education were among the leading 
majors selected by respondents. The 10% of students in prevocat iona I training 
were prospective graduates of a rehabilitation facility that provided their 
deaf students with work experiences In a variety of occupations, a procedure 
similar to Job sampling. It is worthwhile to note that more deaf students 
were In training to become engineering or scientific technicians (5.2%) than 
were expected to become engineers or scientists (2.3%). Likewise, while 2.4% 
were being trained as health technicians, none were in training to enter the 
health professions. When asked to specify why they selected their majors, 58% 
named a job-related reason (see Table 9). 

TABLE 9 

Percent Distribution of Reasons for Selecting Major 
Classes of 1984 and 1985 



Reason Percent 

Job-Related Reasons (58.0) 

To work at a specific job 20.0 

To get a good Job 18.0 

To learn job sk 1 1 Is 11.0 

To work with deaf people 7.0 

To Improve Income 2.o 

Other Reasons (42.0) 

Interest In the field 27.0 

Have abilities In the field 9.0 

To get a better education 6.0 

(N-670) Total 100.0 



Planned occupat ion . As shown In Table 10, 42% planned to enter a pro- 
fessional or technical occupation after graduation. Other ana'ysss found that 
most of these Jobs were as technicians or less prestigious p:ofessional jobs 
in teach I ng, computer programming, draft ing, social work, and counsel Ing 
rather than higher level professional occupations such as law, medicine, den- 
tistry, banking, or architecture. In another study of 1700 deaf adults in 
professional, managerial, or technical occupations Schroedel (In press) 
reported deaf workers underrepresented In these high level occupations com- 
pared to the proportions of hearing persons working in these occupations. 
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Compared to the occupations of their fathers and mothers, also given in Table 
10, relatively few deaf respondents planned careers m management or sales. 
Most of the students planning to enter clerical Jobs were females. Additional 
comparisons revealed that the planned careers of the deaf respondents were 
overall higher In occupational status than were the occupations of their 
parents. This result is closely related to the fact that all of the deaf 
respondents have a postsecondary education compared to the 47% of their 
fathers and 35% of their mothers who were college educated. 



TABLE 10 

Percent Distribution of Respondents' Planned Occupation 
and Fathers' and lylothers' Occupation, 
Classes of 1984 and 1985 



Occupational Group 


Planned 
Occupat ion 


Father 


Mother 


Professional and Technical 


42.2 


23.3 


23.0 


Manager ia 1 


2.3 


19.0 


7.3 


Sales Workers 


.1 


7.0 


7.5 


Clerical Workers 


24.8 


4.5 


32.5 


Craftsmen 


16.6 


20.0 


2.3 


Machine and Transit Operatives 


6.4 


M.5 


9.5 


Farmers and Laborers^ 


1 .3 


7.5 


1 .4 


Service and Household Workers 


6.3 


5.2 


16.5 


Total 


100.0 


100.0 


100.0 


N 


671 


629 


492^ 



^ Includes farm and nonfarm laborers. 

^ One hundred and seventy-one mothers were reported as not working. 

Expectations for the type of occupation planned after graduation were 
closely related to the type of major the students were receiving training. 
Sixty-nine percent planned to enter a white-collar job after graduation In a 
professional, technical, ma^'agerial, sales, or clerical occupation (Table 10), 
while 66% were majoring In a white-collar field (Table 8). In addition, 16.6% 
planned to enter an occupation In the skilled crafts after graduation while 
14.8% were majoring In the crafts. One notlcable discrepancy, however, 
between major and planned occupation was that 14.8% were being trained In 
clerical practices compared to the 24.8% who planned to enter a clerical 
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occupation. II Is possiole that disproportionate numbers of students majoring 
In such fields as business management, the liberal arts, or humanities were 
planning clerical rather than professional careers after graduation. 

Occupat lonal and educat lona I asp I rat ions . Deaf respondents were also 
requested to Identify the occupation they aspired to three years after grad- 
uation. Sixty-nine percent named a job In three years that was the same as 
the job they planned Immediately after graduation. These expectations convey 
a certain amount of reality. Across the spectrum of occupations there are 
many jobs which have limited prospects for upward career mobility. A mechanic 
or teacher, for example, may over time change employers or the place of work, 
yet would remain in the same occupation. 

Obtaining more education or changing occupations, can lead to upward 
career mobility. While 69% of the deaf students planned to enter a white- 
collar occupation after graduation, 85% saw themselves in a white-job three 
years in the future. This difference of sixteen percentage points Is most 
likely related to the proportion who will actua 1 iy receive additional educa- 
tion in the future. Fifty-four percent of respondents in the classes of 1984 
and 1985 stated they eventua 1 iy wanted to get more education. However, only 
33% stated that the first thing they planned to do after obtalr.ing their 
current degree was to seek additional training. Given that not ail of these 
respondents will actually obtain the financial support and other resources 
needed to obtain another degree, it is reasonable to presume that less than 
one-third will succeed in their educational aspirations. in support of this 
observation two studies of deaf alumni who graduated from NT ID between '*969 
and 1978 found that 11% were currently studying for an additional degree and 
that another 21% had completed courses towards another degree since their 
initial graduation from NTID (Grant & Welsh, 1981; Parker & Welsh, 1980). 
Considering that 83% of these NTID alumni had completed a two-year degree 
compared to 76% of respondents In the postsecondary classes of 1984 and 1985, 
the two groups are relativ3iy comparable. 

ALUMNI FOLLOW-UP SURVEY 

Assessing the survey sample . The 371 hear 1 ng- impa i red students in the 
class of 1984 who participated in the current student project composed the 
original target population for the alumni follow-up survey. Two factors, 
however, rec^aced the number of alumni eligible to participate In the survey: 
(1) 28 students declined to participate in the follow-up survey when their 
Informed consent was requested in 1984, and (2) current addresses were not 
available for the 47 alumni who were not successfully located after three 
mailings of a tracing form. These conditions reduced the eligible survey 
population from 371 to 296 alumni who were successfully traced and who agreed 
to participate in the alumni survey. As shown in Table 11, 65.2% of these 296 
alumni completed survey questionnaires. However, these respondents were not 
equally represented by type of postsecondary program in the obtained survey 
sample. Only 38% of traced alumni from the rehabi I Itation faci I it les 
completed survey questionnaires, compared to 58.6% of alumni from the tf.h- 
nlcal Institutes and 55.2% of alumni from the community colleges. 'n 
contrast, 80.4% of traced alumni from the four-year colleges responded to the 
mailed questionnaire. Likewise, 77.8% of traced alumni from federally 
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supported postsecondary programs completed the survey form compared to 52.3% 
of traced aiumni from nonfederal programs. These response patterns resulted 
in an underrepresentat Ion of alumni from the rehabilitation facilities, tech- 
nical institutes, and community colleges and an overrepresentat Ion of traced 
alumni from the four-year colleges In the obtained survey sample. Similarly, 
aiumni from federal programs were overrepresented In the survey sample while 
alumni from nonfederal postsecondary programs were underrepresented. Conse- 
quently, In terms of the distribution of alumni respondents by the type of 
postsecondary program attended, the obtained survey sample was not completely 
representative of the target population for the study. This response bias in 
the alumni survey limits the genera I I zab 1 1 1 ty of Inferences which could be 
made from the results of the study. 

TABLE 11 

Percent Distributions of Alumni In the Class of 1984 Who Were 
Successfully Traced and Who Completed the Survey Questionnaire by 
Type of Postsecondary Program Attended 



Percentage of 

Successfully Completed Traced Alumni 

Traced Quest lonna I re Comp let Ing 



Type of Program 


N 


% 




N 


% 




Quest lonna 1 re 


Ai i Programs 


296 


100 


.0 


193 


100 


.0 


65.2 


Rehab 1 1 1 tat Ion 
Fac H 1 1 1 es 


42 


14 


.2 


16 


8 


3 


38.0 


Technical Institutes 


58 


19 


6 


34 


17 


6 


58.6 


Community Colleges 


58 


19 


6 


32 


16 


6 


55.2 


Four -Year Col leges 


138 


46 


6 


111 


57 


5 


80.4 


Federal Programs 


149 


50 


3 


116 


60 


1 


77.8 


Nonfedral Programs 


147 


49 


7 


77 


39 


9 


52.3 



it Is also Important tc note that the alumni from the three rehabilitation 
facilities were included in this study only for descriptive purposes. Since 
there are 126 rehabilitation facilities serving hear ing- impa i red clients 
across the United States (Marut, Watson, & Buford, 1984), it was not intended 
that ti.e three rehabilitation facilities in the deaf aiumni survey represent 
this type of postsecondary training program. 

^ abor force participation . When contacted dur ing the survey, 62.6% of 
aiumni reported they were employed, while 14.2% were not employed, 20.5% were 
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still In school, and 2.7% were not In the labor force (Table 12). The propor- 
tion of alumni who were continuing their education varied by type of post- 
seconaary program attended. Less than 9% of deaf alumni from the technical 
Institutes were studying for any additional degree. Apparently, the type of 
occupational training provided by the technical Institutes Is oriented towards 
preparing students for direct entry Into the labor force after graduation. In 
comparison 43.7% of alumni from the rehabilitation facilities were continuing 
their education. Many of these alumni received prevocat lonal training at the 
program they previously attended and thus were seeking additional education to 
upgrade their skills before seeking employment. 

TABLE 12 

Percent Distribution of the Labor Force status of the Class 
of 1984 by Type of Post secondary Program 



Labor Force Status^ 



Type of i 
Program | 


Total 1 


working 


Not 
Working 


Student 1 


Not 1 n 
Labor 
Force'' 


N 


Al 1 Programs | 


100.0 1 


62.6 


14.2 


20.5 ! 


2.7 


190C 


Rehab 1 1 1 tat Ion | 
Facilities 1 


100.0 


43.7 


12.6 


43.7 i 


0.0 


16 


Technical I 
Institutes 1 


100.0 


64.8 


17.6 


8.8 1 


8.8 


34 


Community | 
Col leges I 


100.0 


43.3 


16.7 


36.7 1 


3.3 


1 30 


Four -Year I 
Co 1 1 eges I 


100 0 


70.0 


1 12.7 


16.4 1 


.9 


1 110 


Federal I 
Programs I 


100.0 


70.2 


1 13.2 


14.9 1 


1 .7 


1 114 


Nonfederal | 
Programs | 


100.0 


51 .3 


1 15.8 


28.9 1 


4.0 


1 76 



Labor force status determined at thu time the alumnus responded to the 
survey questionnaire. An additional 29 respondents had Jobs after leaving 
their program, but terminated employment for various reasons such as 
returning to school for more education. 



° Includes home makers and those not working for health reasons. 

c Three unemployed respondents did not report their reason for not working. 
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Five of the 33 postsecondary programs m this study are largely supported 
by federal funds: Gallaudet, the National Technical Institute for the Deaf, 
California State University at Northrldge, Seattle Community College, and St. 
Paul Technical-Vocational Institute. As presented In Table 12, 14.9% of 
alumni from these federal programs were continuing their education compared to 
28.9% of alumni respondents; from the nonfederal programs. A probable reason 
for this pattern Is that most of the alumni from nonfederal programs were also 
from community colleges while most of the alumni from federal programs were 
also from programs classified as four-year colleges. As shown in Table 12, 
37.6% of alumni from community colleges were still continuing their education 
compared to 16.4% of alumni from the four-year colleges. Other patterns in 
Table 12 regarding those who are either working or not working are better 
Illustrated by ^"le results provided In Table 13. 

Employment status . As shown In Table 13, 81.5% of alumni respondents were 
employed while 18.5% were unemployed. Almost 28% of alumni from the community 
colleges were unemployed compared to 15X of alumni from four-year colleges. 
Differences In the educational attainments of alumni from these two types of 
programs are related to these patterns In unemployment. In the generdi labor 
force, those who are better educated are less likely to be unemployed compared 
to those with less education (U.S. Bureau of Labor Statistics, 1986). 
Differences In educational attainments also help explain why the unemployment 
rate for deaf alumni from the nonfederal programs Is higher than the 
unemployment rate of alumni from the federal programs. It Is known that 47% 
of deaf alumni respondents from the federal programs have obtained either a 
bachelor's or master's degree compared to 15.4% of deaf alumni from the non- 
federal programs. Since those from the federal programs as a group have 
completed more education than have alumni from the nonfederal programs, It 
would be expected that the unemployment rate for the former would be lower 
than the unemployment rate for the latter. 

This study found that 18.5% of deaf postsecondary alumni were unemployed. 
Comparatively, 6.8% of males and females In the general labor force with a 
similar range In age and educational attainments were also unemployed (U.S. 
Bureau of Labor Statistics, i986). Several factors account for this higher 
rate of unemployment among the college-educated deaf alumni over their coun- 
terparts who hear. One Is that the data collection period was much longer In 
time for this follow-up survey of the deaf alumni than that used by the 
federal government In their surveys of the general labor market. This dif- 
ference in time Increases the probability that proportionately more deaf than 
hearing respondents will be out of work. The typical deaf Job seeker In this 
study found his or her current occupation after eight to nine weeks of looking 
for emp'oyment. Another reason for the larger percentage of those without a 
Job Is related to the observation that most of the deaf respondents recently 
graduated from their postsecondary program. In support of t^^ls Interpretation 
Welsh vl986) found in a study of deaf alumni from NTID that the rate of 
unemployment decreased as the period of time since graduation increased: 
13.7% of those who graduated In 1984 or 1985 were unemployed compared to the 
8.1% unemployed among alumni In the classes of 1981 to 1983, 3.9% unemployed 
among alumni In the classes of 1975 to 1980, and 2.1% unemployed among alumni 
who graduater" from NTIO before 1975. However, evidence from other studies 
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TABLE 13 



Percent Distribution of Employment Status of Class of 1984 
by Type of Postsecondary Program 







Employment 


Status^ 






1 Total 


1 

Working I 


Not 1 
Working | 


N 


Al 1 Programs 


1 100.0 I 


81 .5 1 


18.5 1 


146 


KenaDi i iiat ion Faci i it les 


1 1 00 . 0 1 


77.8° 1 


22. 2° 1 




Technical Inst 1 tutes 


I 100.0 1 


78.6 1 


21 .4 1 


28 


Commun i ty Co 1 1 eges 


1 100.0 1 


72 . 2 i 


27.8 1 


18 


Four-Year Colleges 


1 100.0 ! 


84.6 1 


15.4 1 


91 


Federal Programs 


1 100.0 1 


83.3 1 


16.7 1 


95 


Nonfedera 1 Programs 


1 100.0 1 


76.4 1 

1 


1 

23.6 1 
1 


46 


3 Includes only those In the 
Statistics (1986). 


labor market 


as def 1 ned by 


U.S. Bureau 


Of Labor 



° Percentages probably unreliable due to small N. 

Indicates that a high level of unemployment among deaf college alumni has per- 
sisted for some time. During the eariy I980's when 2.8% of college graduates 
who hear were out of work, 7% of Galiaudet and NTID graduates were unemployed 
(Armstrong, 1981; Barden, ^982; MacLeod & Welsh, 1982). More recently, while 
3% of Galiaudet male graduates and male college graduates who hear were 
unemployed, 5% of Galiaudet female graduates were out of work, compared to 3% 
of their counterparts who hear (Rawllngs, Karchmer, King, & Brown. 1985). In 
conclusion, one Interpretation of all these patterns is that the overall rate 
of unemployment among deaf alumni In the postsecondary class of 1984 would be 
twice as large rather than three times larger than the rate of Joblessness for 
their counterparts who hear. 

Occupatio nal attainments . Deaf alumni In the class of 1984 were working 
In a wide range of occupations. The 148 employed Individuals In this class 
were fouid In 75 different specific occupations. Forty percent, however, were 
working In seven occupations: as teachers, counselors, teacher's aides, com- 
puter programmers, computer operators, general office clerks, or postal ser- 
vice clerks. The distribution of the occupational categories for these 
employed alumni are shown In Table 14. Thirty percent were working in pro- 
fessional or technical jobs and 28% are In clerical occupations. There were 
also concentrations of respondents in the crafts and service occupations. 
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While there Is clustering In the occupations held by survey respondents, it is 
Important to recognize the diversity of jobs In which these deaf alumni were 
employed. This occupational diversity reflects the fact that the class of 
1984 In a heterogeneous group of Individuals who were educated in a broad 
variety of majors at a large number of special postsecondary programs across 
the United States. 

TABLE 14 

Percent Distribution of Present Occupation, Class of 1984 



Present 

Occupational Group Occupat Ion 

Professional and Technical 30.4 

Manager la I 5.1 

Sales Workers j 

Clerical Workers 28.4 

Craftsmen 12.8 

Machine and Transit Operatives 4.8 

Farmers & Laborers^ 0.0 

Service Workers 15.5 

Private Household workers 0.0 

Total 100.0 

N 148 



a Includes farm and nonfarm laborers. 

Alumni attitudes . Deaf alumni In the class of 1984 were asked to express 
both their likes and dislikes about their postsecondary training program. 
Their responses to these questions Indicated that the training alumni received 
In their major was the most frequently reported source of both positive and 
negative attitudes about their postsecondary program. Alumni were also asked 
what additional work skills they wished their postsecondary program had pro- 
vided. Work Skills related to the major rather than other aspects of the 
respondent's job (e.g., career development skills, work interpersonal skills) 
were the most often reported type of response to this question. Evidently, 
the major or area of vocational training is a central focal point of the atti- 
tudes of these deaf alumni towards their postsecondary program. 
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It Is appropriate that the deaf students in the classes of 1984 and 1985 
received their postsecondary education from special programs which offered 
support services provided by trained staff. Eighty-four percent of these stu- 
dents became deaf prior to age four and 12% had additional disabilities 
besides deafness. These students as a group were more likely to evaluate 
their manual communication skills better than their oral communication abili- 
ties. The deaf graduates in the clashes of 1984 and 1985 originated from 47 
states and attended postsecondary programs located in 23 states. When the 
distribution of respondents' native states was compared to the states where 
respondents received their postsecondary training, several regional patterns 
were identified. Thirty percent of the programs and 30% of the deaf students 
were clustered in the North Central region, in 3 of the 10 regions the number 
of deaf students receiving postsecondary training exceeded the number of 
respondents who graduated from a high school within the region. Each of these 
three regions also had a federally supported postsecondary program. Deaf 
respondents received more encouragement to attend college from their parents, 
rather than from high school staff, rehabilitation counselors, friends, or 
other persons. College-educated parents provided more encouragement than' did 
parents without a college education. College-educated parents also were more 
likely to encourage their deaf offspring to attend an academic rather than a 
nonacademic postsecondary program. Parental encouragement to attend college 
reflects not only the parents' own aspirations for their deaf son or daughter 
but also the abilities of their deaf offspring. Deaf students from academic 
programs were found to rate their oral and manual communicative skills better 
than did deaf students from the rehabilitation-technical program. 

Deaf students were conscious of the fact that employment after graduation 
Is an important goal of their postsecondary education. The capacity of a 
postsecondary program to provide a good education or good vocational training 
were the leading reasons why deaf students selected their program. Fifty- 
eight percent of the deaf respondents named a job-related reason for selecting 
their major. Two-thirds of the students majored in fields expected to lead to 
white-collar employment after graduation; the other third received training in 
fields related to blue-collar employment. The occupational plans of most deaf 
respondents were also found to be closely related to their majors: 69% of the 
deaf respondents planned to enter a white-col iar occupation after graduation 
and 66% were majoring in a white-collar field. 

Additionally, this study determined that 42% of the deaf students in the 
Classes of 1984 and 1985 planned to enter a professional or technical occupa- 
tion after their graduation. None, however, planned to enter such high-level 
professions as law, medicine, dentistry, banking, or architecture. Few were 
majoring in the sciences or engineering. The underrepresentat Ion of deaf per- 
sons in these high-status professions consequently was expected to persist. 
One-third of these deaf students aspired to obtain an additional degree. 
However, only 20% of alumni respondents actually did so. 

It is important to note that 76% of the students in the classes of 1984 
and 1985 expected to graduate with either a vocational degree or an associates 
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degree. Comparatively, 29% of college degrees awarded to the general popula- 
tion In 1980 were two-year degrees. Several factors relate to this under- 
representat Ion of deaf persons earning higher degrees. Most deaf students 
aspired to enter occupations which require two years rather than four years of 
postsecondary training. Additionally, deaf students require more time than 
their counterparts who hear In completing their education. 

A follow-up study of the class of 1984 found that 81% were employed 18 
months after graduation. Differences were also found In the proportions of 
deaf alumni from the different ypes of postsecondary programs who were 
unemployed. Differences In the educational attainments of the deaf alumni 
were related to these patterns in unemployment. Overall, the proportion of 
deaf college alumni who were out of work was three times higher than for their 
counterparts In the general labor force. The follow-up survey also found 
variations In the proportions of deaf alumni from the different types of 
programs who were continuing their education. Proportionally fewer deaf 
alumni from the technical Institutes were studying to obtain a higher degree. 
Deaf alumni were employed In a wide variety of occupations. Concentrations 
were working In professional, technical, or clerical Jcbs. Some clustering 
was also found among those employed In the crafts and service occupations. 

Selecting a major Is perhaps the most Important decision a student makes 
while acquiring a postsecondary education. Attitudes of deaf alumni towards 
their postsecondary program focused upon the training they recelvea In their 
major. This study also found relationships between a student's major or type 
of training and his or her educational and occupational plans and aspirations. 
There is also evidence t^at the type of Job a graduate receives Is related to 
the type of major that student was trained in. Since the 1970's there has 
been dramatic decreases In the proportion of college students majoring In the 
liberal arts and humanities with corresponding increases In the percentages of 
students majoring In vocationally relevant fields (Astin, 1985; Roemer, 1985). 
Students are thus motivated to obtain postsecondary training to enhance their 
prospects for employment and economic self-sufficiency. A student's commit- 
ment to a vocational goal as well as his or her educational aspirations were 
significant predictors of persistence in completing a college education (Beai 
8c Noel, 1980; Cope & Hannah, 1975; Ful lerton & Britton, 1976; Iwlunro, 1981). 

Given the Importance of the postsecondary major, there is evidence that 
deaf students entering postsecondary schooling are frequently unprepared to 
select this major. Many of these students leave high school unexperienced 
with the work world and unaware of career options (Chubon & Black, 1985; 
Lerman & Gulifoyle, 1970). Studies at NTID have reported that almost 50% of 
entering deaf students and 36% of ail NTID students changed their majors 
(DILorenzo & Welsh, 1981b; McKee, Whitehead, & Bond I -Wo 1 cot t , 1984). The high 
frequency in which deaf postsecondary students change their majors increases 
their time In training. This Is expensive to both the postsecondary program 
as weM as to vocational rehab 1 1 1 tut ion agencies who fund this training. The 
solution to this problem will i squire Increased career education during high 
school and improved vocational evaluation and career counseling after high 
school. An additional benefit of these professional interventions probably 
will be a reduction in the percentage of deaf postsecondary alumni who are 
unemployed. 
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Cooperating Postsecondary Programs 



Rehabilitation Facilities 

Alabama Institute for the Deaf 
-a Puente valley Adult School (CA) 

Northern I 1 1 Inols University , Rehabilitation Facility 

Technical Institutes 

Columbus Technical Institute (OH) 

Milwaukee Area Technical College (Wl) 

North Central Technical Institute (Wl) 

St. Paul Technlcal-Vocat lonal Institute (MN) 

Tampa Technical Institute (FL) 

Texas State Technical Institute 

West valley Occupational Center (CA) 

CommunI ty Col leges 

Central Piedmont Community College (NC) 

Chattanooga State Technical College (TN) 

Floyd Junior Cc lege (GA) 

Front Range Community College (CO) 

Golden West College (CA) 

Iowa Western Community College 

Johnson County Community College (KS) 

Los Angeles Pierce College (CA) 

Mott Community College (Ml) 

Mount Aloysius Junior College (PA) 

New River Conmunity College (VA) 

Northwestern Connecticut Community College (CN) 

Oh I one Col lege (CA) 

Pasadena City College (CA) 

Portland Community College (OR) 

San Jose Community College (CA) 

Seattle Community College (WN) 

Southwest Collegiate Institute for the Deaf (TX) 

St. Louis Community College, Florissant valley (MO) 

Waubonsee Community College (IL) 

Western Piedmont Community College (NC) 

W.R. Harper Col lege ( IL) 

Four-Year Colleges 

California State University at Northrldge 
East Central Oklahoma State University 
Ga I laudet Col lege (DC) 
Madonna Col lege (Ml ) 
Michigan State University 

National Technical Institute for the Deaf (NY) 
New York University 
Northern Illinois University 
Western Oregon State College 




TRANSITION FROM SCHOOL TO 
WORK: EMPLOYERS' PERCEPTIONS 
OF HEARING-IMPAIREJ GRADUATES 
OF POSTSECONDARY PROGRAMS 



AFAFE EL-KHIAMI 



This paper leports employers' evaluation of the work 
performance of hear I ng- impaired alumni of 21 different 
postsecondary programs. Employers' perceptions as to the 
adequacy of the hear Ing-lmpa Ired graduates preparation for 
the technical as well as the non-technical aspects of the 
world of work are discussed. Additionally, the attitudes 
and obstacles they see as hindering hearing-Impaired Indi- 
viduals' active participation In the labor force are pre- 
sented. The reported data and Its Interpretation should 
take Into consideration the characteristics of the sample 
of employers, the nature of the jcbs the hear Ing-lmpa ired 
employees hold, and the type of postsecondary programs 
these latters graduated from. 

In addition to \tu intrinsic value, one of the main objectives of educa- 
tion is to prepare the Individual for the adult role. As working is a centr 1 
activity in adult life; employment becomes an important aspect of this r^le 
(Roe, 1956; Hail, 1975). Researchers in the field of work and occupations 
agree that beyond their technical and economic characteristics, jobs can also 
be defined in terms of Identifiable social roles, that is, a whole host of 
social activities and interactions which have meanings to all participants 
(Salz, 1955; Hughes, 1965; Parker & Smith, 1976; Fox & Hesse-Blber. 1984- 
Hal 1 , 1986). 

This comprehensive definition emphasizes that employment goes beyond 
fulfilling the financial needs of the individual. it provides a potential 
source of identity and social status (Salz, 1944; Hail, 1986). For disabled 
persons, the social aspects of work are as important, if not more important 
than the economic aspects. in the field of rehabilitation, active par- 
ticipation in the labor force is recommended as the way to integrate disabled 
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Individuals Into the mainstream of society. In addition to promoting finan- 
cial Independence and enhancing feelings of self-worth, employment provides 
opportunities for social Interaction (Brolln, 1976;. As Wehman points out. 
Its advantaged go beyond wages and benefits to encompass Intangibles such as 
emulation. Incidental learning and mutual adjustment on the part of both 
handicapped and non-handicapped individuals. Moreover, the visibility 
accruing from the disabled person's entry Into the labor market acts ar> thr 
best advocate to Improve the perceptions of employers and legislators alike 
(Wehman, 1981;. 

This paper reports employers' evaluation of the work performance of 
hear Ing-lmpal red alumni of 21 different postsecondary programs. Employers' 
perceptions as to the adequacy of the hearing-impaired graduates preparation 
for the technical as well as the non-technical aspects of the world of work 
are discussed. In addition, the attitudes and obstacles they see as hindering 
hear I ng- Impaired individuals' active participation In the labor force are 
reviewed. As former and current employers of deaf persons, they are In a 
unique position to provide useful Insights based on their personal experiences 
to Improve the vocational outlook of hear Ing-impa I red graduates. Their 
suggestions and recommendations are to be heeded by educators, counselors, job 
placement specialists, and all f^ose Interested In promoting the employment of 
deaf persons. The Information Is reported across all programs and Is 
discussed by types of programs whenever a significant difference has been 
detected. 

Though more difficult than surveying job holders, polling employers and 
learning about their attitudes and perceptions Is of vital Importance for a 
realistic evaluation of the vocational future of hear I ng-lmpa I red individuals. 
Until recently, studies pertaining to the employment of deaf individuals 
relied almost exclusively on their sel f-reports. Employers have seldom been 
polled and for very good reasons as we have learned. 

The results reported In this paper are part of a comprehensive stuay of 46 
postsecondary programs for hear I ng-lmpa I red individuals. The evaluation of 
these programs Includes the views of the students during their senior year and 
a year later as alumni, the perceptions of their parents, vocational reh:iblll- 
t at ion counselors, and f Inal ly their employers. Employers stand In a dif- 
ferent kind of relationship to the hear I ng-lmpa I red alumni than their parents 
or their vocational rehabilitation counselors. As a consequence, the privacy 
act proved to be an unsurmountab le obstacle for obtaining employee-specific 
Information. Consent Is needed from both the employer and the employee to get 
any Information on the latter. It Is understandable that evaluation of work 
performance, skills, and behavior In the workplace may be perceived as 
threatening to the individual, and more so to the disabled person. Therefore, 
few alumni were expected to provide the name of their employers or consent to 
our contacting them. Even with a consent form from employees, fear of liti- 
gation would have significantly reduced employers' responses. 

In view of these difficulties, the original research design that called 
for the Identification and survey of employers of the class of 1984 graduates 
was abandoned. It was replaced by a new research plan which surveyed 
employers' perceptions about the job performance of hear ing-impa I red employees 
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who are graduates of specific postsecondary programs. The challenge was to 
find sources of Information on a national sample of employers of hearlng- 
Impa i red graduates from the postsecondary programs I nc I uded I n our survey . 
Two such sources were identified. First, we asked the schools' program coor- 
dinators In their questionnaire to provide ue with the names and addresses of 
up to ten employers of their recent graduates. Needless to say, few schools 
had such Information. Second, we asked the same Information from the stu- 
dents' VR counselors. UosX of them did give us names of employers while some 
were very fearful and protective of their Job leads and . efused to do so. In 
sum, despite our efforts, the sample of employers of hear I nq- Impaired grad- 
uates of the 46 postsecondary programs, though national In scope, can be 
characterized, at best, as a convenience sample. Two mailings of 243 usable 
addresses of employers, netted 123 completed forms I.e., a response rate of 
50.6%. Who are these employers? Which sector of the economy are they from? 
What Industry do they represent? Which type of postsecondary programs are 
their hear I ng- Impaired employees from? Have they had any Interaction with 
hear I ng- 1 rnpa i red i nd i v I dua Is pr i or to h I r i ng one? These are some of the 
quest l^*^s which put In proper perspective the Information the surv<:yed 
employe, s provided and also give a more complete picture of the scope of the 
current Job marKet open to hearing-Impaired persons. 

SURVEY SAUPLE CHARACTERISTICS 

All ten RSA regions are represented In the employers survey. Employers 
from Region VII constitute the highest percentage (22X) of respondents in the 
sample, followed by employers from Region V (20%). Respondents from Region i 
accounted for ^^% of the sample. Region III and Region IV are equally repre- 
sented by 10% each. Region IX and Region X by 7% each, and finally Region II 
and Region VI by 6% epch. Employers from Region VIM are the least repre- 
sented in the survey sample (1%). Almost one-half (44.3%) of the employers 
answering this survey had no Interaction with a hear Ing-impai red person prior 
to hiring one. From their experiences with program graduates, 48% of the 
employers In the sample report on four-year colleges, 28.5% on rehabi I itat ion- 
vocat I ona I /technical programs (rehab-votec) , and the remaining 23.5% on two- 
year colleges (Figure la). This overrepresentat ion of employers of four-year 
hear Ing-impai red college graduates compared to alumni of the other two types 
of postsecondary programs is to be noted. 

While the duration of the hear Ing-lmpal red worker's employment tenure 
ranges from less than one year to forty years, the modal length of tenure of 
these program g.aduates i s two years . Th I s means that severa I of the 
employers (41%) are likely to be evaluating recent postsecondary graduates 
(about whom information Is collected in other parts of the study). 

In this sample, employers whose organization deal with the hearing oubllc 
constitute the majority, 77.2% (Figure lb). Furthermore, almost one-half of 
the employers surveyed (48.8%) are private businesses, one-third (33.3%) are 
government agencies, and 17.9% are from educational institutions (Figure lc). 
Industrial sectors are differentially represented In this survey. Due to the 
composition of the employers' sample — which Include a disproportionate number 
of employers of hear Ing-lmpal red four-year college graduates — the professional 
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services sector boasts the highest representation (40.7%), foiiowed by manu- 
facturing (18.7%), transport (11.4%;, finance (8.1%), pubilc administration 
(7.3%), trade and business services, each (5.7%), agriculture, mining, and 
construction (1.6%) and personal services (0.8%), as indicated in Figure Id. 
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JOBS HELD BY POSTSECONDARY GRADUATES 



Two occupational classifications are used here to describe jobs held by 
postsecondary graduates In these Industrial sectors- (t) The white/blue/farm 
classi f Icat Ion; The majority of the employers surveyed (80.4%) indicate that 
the hear Ing-lmpdired graduates they have hired are In white-collar Jobs and 
19. 6X In blue-collar jobs (Figure 2a). In this context, it Is worth noting 
that a negligible percentage (1X) of hear I ng- Impaired individuals work In 
farming (EI-KhlamI, 1986). Furthermore. It Is reasonable to assume that these 
people are either self or family employed and as such will not be Included in 
the employers sample. (2) The Census classification : More detailed Infor- 
mation about the occupations of the hearing-Impaired postsecondary graduates 
is provided by the Census classification system. A sizable percentage of the 
employers (39.5%) reported hiring hear iiiy-impa i red persons in professional- 
technical jobs. One-third mentioned them working as clerical staff in their 
organizations or businesses. However. Figure 2b indicates that fewer 
employers stated hear ing- Impaired graduates of postsecondary programs as 
having jobs In service occupations (6.5%). as operatives (5.8%). managers 
(5.8%). craftsmen (6.3X). transport (1.1%). household and sales (1.1%). 




^ig- 2a Fig. 2b 



EFFECT OF TYPE OF PROGRAM ON OCCUPATION 

In this section, the duration of the employer's practice of hiring 
hear Ing- Impaired graduates from selected postsecondary programs Is examined In 
general and by type of program. Across all program types, one quarter of the 
employers surveyed (25.7%) had a relatively long standing practice, eight 
years or more, of employing hearing-Impaired Individuals from the Identified 
programs. The majority of these employers (60.7%) reported hiring hearing- 
Impaired four-year college graduates. Employers comprising this group are 
mostly educational Institutions or agencies serving deaf persons. In these 
settings, the employment of qualified hear ing- Impaired Individuals presents 
definite advantages In terms of communication, valuable Insights affordecS by 
personal experience, and th^. provision of role models. The percentage of 
employers who began to hire graduates from the Identified postsecondarv 
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programs in the past three to seven years Is 36.7%; whMe employers who began 
to employ program graduates only one to two years ago account for 37.6% of the 
sample. These results Indicate a trend not previously documented that more 
and more employers are hiring hear Ing-lmpal red Individuals. 

When examined by type of postsecond£ry program, there Is a statistically 
significant difference (p - 0.0154) In tho percentages of employers (reporting 
on the length of time they have been) hiding graduates from the three types of 
postsecondary programs. Data In Table 1 Indicate that of the three types of 
postsecondary programs, more than half (58.1%) of the employers of rehab-votec 
graduates report U as a recent experience of one to two years. This trans- 
lates to a trend In wiJenlng of the Job market for hearing-Impaired alumni of 
this type of program. By the same tolcen, the similarity In percentages 
(42.3%) reporting empioying hear Ing-lmpa Ired graduates of two-year colleges, 
from one to two years and from three to seven years, may be construed as a 
possible stabilization In demand for these type of graduates. Employers of 
four-year college alumni are disproportionately 'strlbuted In the three cate- 
gories of recruitment; the iargest percentage (44.2%) report having hired 
hear I ng- impaired individuais from these colleges the past 3 to 7 years. The 
smallest percentage (23.1%) report it as a falriy recent experience of one to 
two years. Therefore, the reported increase In the *^verall proportion of sur- 
veyed employers recently hiring hear ing-impa I red postsecondary graduates 
across aii programs pointed out at the beginning of this section is Indicative 
of an Improved occupational outioolc. Contrary to the prevailing notion, the 
relative Increase in placement rates In the past few years has not been 
achieved by four-year college graduates, but rather by rehab-votec and two- 
year college alumni. Furthermore, of the 37.6% employers reporting hiring 
hear Ing-lmpa I red employees from all these programs In the past year or two, 
43.9% mentioned that the newly employed are rehab-votec graduates. 

The Increase In vocational opportunities available to students of rehab- 
votdc types of programs Is due to concerted, three-pronged efforts. First, 
the continued and sustained placement activities of vocational rehabilitation 
counselors. Second, the rise and expansion of advocacy groups and their 
efforts toward heightening the awareness of employers and the community at 
large about the vocational potential of hearing-Impaired individuals. Third, 
the active participation of an Increasing number of postsecondary programs in 
the placement of their graduates. In fact, while It comes as no surprise that 
65.8% of surveyed employers of four-year college alumni were contacted by the 
programs to promote the hiring of their grsiuates, almost one-half (45.8%) of 
the employers of rehab-votec alumni reported a similar experience. It appears 
that a number of postsecondary programs decided to Join forces with vocational 
rehabilitation and consider placement as part of their mission (Table 1). 
From the results presented above, one can safely assume that these concerted 
efforts have already started to affect the occupational outlook for hearing- 
Impaired individuals In terms of quantity, quality and diversity of Job opp:.r- 
tunlt les. 

Results reported In Table 1 Indicate that employers from the private busi- 
ness sector constitute consistently the highest proportion of employers, com- 
pared to educational Institutions or government agencies, across all program 
types. However, this distribution differs significantly within each type of 
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TABLE 1 



Employers Reported Variables Which Differ SIgnlf Icantfy 
By Hearing- Impaired Employee Type of Postsecondary Programs 



Employers Reported 


Re-Votec 




2-Year 




4-Year 


Var iables 


N 


% 


N 


% 


N 


% 


Recruitment Duration 














Total 


31 


28.4 


2o 


23.9 


52 


47.7 


Low 


18 


58.1 


11 


42.3 


12 


23.1 


Med i urn 


6 


19.4 


11 


42.3 


23 


44.2 


High 


7 


22.6 


4 


15.4 


17 


32.7 


Chi Square 


- 12.272 


d.f. 


- 4 


P - 0.0154 






Program Placement Efforts 














Tot a 1 


24 


31 .2 


15 


^9.5 


38 


49.3 


Yes 


11 


45.8 


4 


26.7 


25 


65.8 


No 


13 


54.2 


1 1 


73.3 


13 


34.2 


1 oquare 


- 7.117 


d.f. - 


2 


P - 0.0285 






Type of Employment 














Total 


35 


28.5 


29 


23.5 


59 


48.0 


Gov. Agency 


10 


28.6 


1 1 


37.9 


20 


33.9 


Educational Inst. 


0 


0.0 


5 


17.2 


17 


28 . 8 


Private Business 


25 


71 .4 


13 


44.8 


22 


37.3 


Ch 1 Square 


- 16.004 


d.f. . 


- 4 


P - 0.0003 






On the Job Interaction With 


Hear ing- 


Impaired 


Individuals 






Total 


35 


28.5 


29 


23.5 


59 


48.0 


Yes 


1 


2.9 


5 


17.2 


22 


37.3 


No 


34 


97.1 


24 


82.8 


37 


62.7 


Chi Square 


- 15.47051 d.f 




2 p - 0.0004 
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program (p « 0,0003). in this sample, the variability In the percentages of 
type of employers of four-year college graduates Is relatively limited com- 
pared to that of two-year college and rehab-votec alumni. For example, among 
employers of this later type of postsecondary program graduates, 71.4% are 
from tho private business sector and the remainder 28.6% from government agen- 
cies. Among the surveyed employers of two-year college graduates, 44.8% are 
from the private business sector, 17.2% from educational Institutions and 
37.9% from the government sector. The distribution of the sampled employers 
of four-year college gradi\.tes exhibit, as previously noted, a limited varia- 
bility when classified by employment sector. While 37.3% of them are from 
private business, 33.9% are from the government sector, and 28.8% from educa- 
t lona I Inst I tut Ion. 

The patterns discussed above point to the Importance of the private sec- 
tor as a potential employer of hearing-Impaired graduates from all types of 
postsecondary programs. This Is particularly true of alumni of rehab and 
vo-tec programs who may be considered more difficult to place. This Is due to 
the nature of the jobs they qualify for. Generally, these jobs do not require 
a relatively high educational level ?nd therefore more people meet these 
requirements ind compete to get them. 

In addition, the sampled employers were classified Into two groups — those 
whose organizations or businesses serve hearing-Impaired Individuals and those 
who do not. Their distribution — by their employees type of postsecondary 
p.ogram — was examined; Table 1 Indicates that It varies significantly In the 
three types of programs (p - 0.0004). Interacting with hear I ng- Impaired 
Individuals as part of the job Is reported most often (37.3%) by employers of 
four-year college deaf graduates, followed by employers of two-year college 
alumni (17.2%) and by only 2.9% of employers of rehab-votec graduates. These 
results further document the employers' emphasis on hiring graduates with the 
required job skills and abilities rather than discriminating aga.nst the spe- 
cial characteristics resulting from their Impaired hearing. 

EMPLOYERS^ EVALUATION 

There has been some concerns expressed in the literature, though seldom 
baclced by data, about safety, absenteeism and. In general, the overall per- 
formance of hear Ing-lmpa I red employees. In order to seperate myths or stereo- 
types from reality, the employers were surveyed as to their opinions about the 
technical and nontechnical aspects of hear Ing-lmpa I red persons preparedness In 
the woric sett Ing. 

Safety Is a valid concern particularly In blue-collar jobs; however, only 
one-fifth of the surveyed employers reported having concerns In this category. 
Keeping this In mind, employers' 'ivaluatlon of the safety record of their 
hearing-Impaired employees Is overwhelmingly positive (Figure 3a). Also, of 
special significance to employers Is the Issue of absenteeism. Whether In 
blue or white-collar occupations, the Interdependence of tasks at the work- 
place are aggravated by disruptions that are created by the unplanned absence 
of an employee. Furthermore, Income maintenance programs targeted to help 
dlr^bled Individuals may affect the latters' Incentives to work or to retain a 
job once they obtain one. Whether these effects are real ^r Imaginary, the 
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availability of an alternative source of Income other than earnings, serve to 
perpetuate, at least In the minds of employers, a stereotype of the disabled 
worker as unreliable. However, the majority of the employers surveyed (64.2%) 
rate hear I ng- Impaired employees records on absenteeism as excellent or above 
average compared to others, while 30% report It as average, only 5% charac- 
terize It as below average, and a negligible 0.8% view It as poor (Figure 3b). 

How do hear I ng- Impaired employees fare on overall performance? Almost 
equal percentages of employers rated them as above average and average (40% 
and 41.7%, respectively) and only 1.7% were not satisfied with the overall 
performance of their hear I ng- Impaired employees (Figure 3c). Data Indicate 
that employers seem to be satisfied with the technical preparation of the 
postsecondary graduates. One quarter of the sample (25.6%) stated that these 
graduates possessed all the necessary skills prior to hiring; 13.2% reported 
that simple demonstrations were a' I that was necessary to get them started; 
30.6% of the employers gave them on-the-job training for less than a month; 
28.1% offered special I zed training for a month or more; and 2.5% of the 
employers mentioned that It took a combination of at least two of the above. 
It should be noted that there was no statistically significant difference in 
employer*;' evaluation of the technical preparation of postsecondary graduates 
by type of programs. in other words, the technical preparation provided by 
different postsecondary programs to their hear ing- impaired alumni was rated as 
adequate, irrespective of the type of program they graduated from. This is 
also documented in the employers' ratings of their hear ing- impaired employees' 
possession of the skills required for satisfactory performance of their jobs. 
The majority of employers (80.3%) evaluated the graduates' Job skills as good 
or very good, 18.8% as fair, and less than 1% (0.9%) as poor. 

The employers were also asked to rate their hear ing- impaired employees' 
social behavior at the workplace, such as getting along with co-workers and 
supervisors. Data reported in Table 2 indicate that deaf workers manage 
equally well in their social intftraction with colleagues and with supervisors 
as 92.5% of the employers rated social interaction skills as very good or 
good. The remaining 7.5% rated it as fair. The employers' evaluation of 
their hearing-impaired employees' ability to follow instructions is also over- 
whelmingly positive as 88.4% rated it as very good or good, 10.8% as fair, and 
less than 1% (0.8%) as poor, it is reasonable to assume that individuals with 
limited ability to follow instructions will also rate poorly on adaptability 
to changes in procedures and methods. The data bear out this fact as a simi- 
lar percentage (0.8%) of employers characterize their hearing-impaired 
employees' flexibility as poor. One-quarter of the sample rates it as fair, 
48.3% as good and 25.9% as very good. None of the employers thought of the 
quantity or quality of work of the postsecondary graduates they have hired as 
poor (Table 2). Very few employers (0.8%) evaluated the punctuality of deaf 
persons on their payroll as poor and only 1.7% of them similarly rated their 
Initiative. The item employers rated as poor more than any other is the 
chances for advancement of their I.ear ing- impaired employees. However, as 
these employers constitute only 5.7% of the sample compared to one-quarter 
(25.4%) who rate ii as fair, 69.2% as good and 19.7% as very good, the likeli- 
hood of a positive occuoationai outlook for hear ing- impaired postsecondary 
graduates seems to be substantial. 
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Fig. 3a - Safety Record 
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Fig. 3c - Overall Performance 



TABLE 1 



Employers Evaluation of Hearing-Impaired Employees, 
Graduates of Postsecondary Programs 





Rating 


Items 


Very Good 
% 


Good 
•/. 


Fair 
% 


Poor 
% 


a. Possession of special know- 
ledge and skills required 
for the job 


31.6 


48.7 


18.8 


0.9 


b. Ability to get along with 
co-workers 


49.2 


43.3 


7.5 


0.0 


c. Ability "f^ get along with 
supervis. < s 


48.3 


44.2 


7.5 


0.0 


d. Ability to follow 
instructions 


35.1 


53.3 


10.8 


0.8 


e. Adaptation to changes in 
procedures and methods 


25. P 


48.3 


25.0 


0.8 


f. Quality of work 


35.8 


58.4 


5.8 


0.0 


g. Quantity of work 


42.9 


42.9 


14.2 


0.0 


h. Punctuality 


49.2 


45.8 


4.2 


0.8 


i. Initiative (self-starter) 


36.4 


69.2 


12.7 


1.7 


j. Chances for advancement 


19.7 


69.2 


25.4 


5.7 
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Limitations due to type of Job or the size of the company are the reasons 
given by the 5.7% who rated the opportunities for advancement of their deaf 
employees as poor. Although the need for communication may slightly a i feet 
chances of promotions, employers have been willing to restructure Jobs and/or 
modify them to accommodate hear I ng- Impaired employees. When asked If "they 
would hire other hear I ng- Impaired graduates from the same postsecondary 
program," the overwhelming majority of the employers surveyed (96.6%) answered 
aff Irmat I vely . 

EUPLOYERS* PERCEPTIONS 

Because the ultimate pragmatic test of a good education Is employment, the 
sampled employers were polled on a number of Issues. The first of these Is 
"what could postsecondary >rograms do to better train their graduates for par- 
ticipating In the labor force?" Though 17% of the employers answered that 
they were satisfied with the Job done by pcstsecondary programs, 32% mentioned 
better preparation for the nontechnical aspect of the work world. One-fifth 
(20%) of the employers reported the need for more "hands-on-exper lence. " 

When asked about tne barriers to hiring hear Ing-lmpa I red Individuals, com- 
munication was the reason given most often. For example, one-fourth of the 
employers In the sample mentioned the communication prerequisite In most Jobs. 
Though phone communication Is dealt with by restructuring or modifying Jobs, 
the purchase of special equipment, eg., TDDs, does not always resolve the 
problem as these devices are necessary for both communicating parties. But, 
with the spreading of the ownership of personal computers and the development 
of appropriate software, these can be used as communication devices. Howevej , 
what Is meant In this context Is direct communication with the public. Given 
that the fastest growing sector of the economy Is the service sector; predic- 
tions are that It Is In this sector that available Jobs will be located. But, 
most of these Jobs require Interaction with the public. 

Not all of the employers consider communication as an unsurmountable 
barrier. Almost a fifth (18.1%) argue that the real barrier Is the stereotype 
related to the difficulty in communication with hear Ing-lmpa I red Individuals, 
^n almost equal percentage (20.7%) report that speed and accuracy of communi- 
cation, especially with co-workers, can be vital In some occupations. Only 
very few of the employers surveyed, less than 5% (4.3%), mentioned the need to 
use sign language Interpreters as a barrier. As to the Incentives for hlrln& 
applicants from this disability group, personal quality was mentioned most 
often by the employers (41.2%). One-fifth of the employers In the sample 
reported enforcing affirmative action as a good Incentive, particularly since 
hiring members of this disability group often requires minimal Job modlflca- 
t Ion. 

When asked what they think needs to be done to promote the hiring of 
hear Ing-lmpa I red persons—about 70% of the i ioyers reported the ne^d xo edu- 
cate the public and other employers. Other sugjestlons were: advertise suc- 
cess stories, have a ilst of references of satisfied employers willing to 
share their experiences In hiring hear ing-lmpa I red Individuals, availability 
of VR to help when needed, more preparation of the hear Ing- impa Ired person to 
deal with the world of work, dispel the myth that communication is Impossible 
without the knowledge of sign language. 
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CONCLUSION 
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In Interpreting and using these results, two important caveats need to be 
made. t a first is that the employers surveyed are reporting on their 
experiences in hiring postsecondary graduates, a large proportion of whom are 
four-year college graduates I.e., high functioning hear I ng- Impaired Individ- 
uals. The second Is that the employers who have been contacted and responded 
do not constitute a random sample. Furthermore, we do not have Information on 
the total population of employers who have hear I ng- Impaired employees on their 
payroll to find out If the sample in this study is a representative one. 
Given the lack of such a data base and the restrictions imposed by the privacy 
act, findings from employers surveys will be at test Indicative of patterns 
and trends. They cannot be generalized beyond the scope of the sample frcm 
which they were obtained. 

What can be said fror.i the sample of employers this study surveyed Is that 
the experiences they had In hiring hear I ng- Impaired postsecondary graduates 
are overwhelmingly positive across all types of postsecondary program grad- 
uates. In other words, these educational programs are effectively preparing 
deaf Individuals for employment. The responses received from the employers 
Indicated the adequacy of the technical preparation provided by the programs, 
but, their answers also Indicate that more could be done to Improve the grad- 
uates' coping with the non-technical aspects of the world of work. This, by 
no means. Implies problematic social relationships as hear Ing-impa'l red 
employees were positively rated on their ability to get along with co-workers 
and supervisors alike. 

Four variables differed significantly (p < o.os) by type of postsecondary 
program. The first is the length of time employers In the sample have been 
Involved in recruiting hear Ing-lmpal red students from postsecondary programs. 
Higher percentages of employers report hiring hear I ng- impaired alumni from the 
various types of programs as a relatively recent experience. This may be 
construed as a sign of a more favorable Job market for deaf graduates. When 
the Increase \r hiring Is examined by type of program, results Indicate that 
In this sampio, employers have recently recruited a higher proportion of 
hear I ng- Impaired employees from rehab-votec programs; more than from any other 
type of postsecondary program. These findings document the effectiveness of 
placement efforts by vocational rehabilitation counselors and the schools. In 
fact, rehab-votec programs appear to be very actively Involved In the place- 
ment of their graduates. Data In Taole 1 show that 45.8% of the employers who 
employ graduates of rehab-votec programs have been contacted by these programs 
to promote the hiring of their students. Therefore, the onus of finding Jobs 
for hear Ing-lmpal red Individuals with limited skills and education Is no 
longer totally left to the vocational rehabilitation counselor but Is shared 
by the postsecondary training programs. 

Though this sample of emplcyors Is not random and Its representativeness 
cannot be assessed. It s uld be noted that the highest percentage of respon- 
dents are from tho pr h lo business sect' . in this study si 'e, private 
business is proportionately the most frequent employer of graduates In each of 
the threo types of programs. Furthermore, the proportion Is highest among 
employers of rehab-votec alumni, followed by two-year college graauates and 
finally the four-year college graduates. 
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The results of this study all point to positive findings. The expansion 
In the postsecondary education of hear I ng- Impaired persons Is paying off. 
According to the employers In the sample, the postsecondary programs are pro- 
vld!:ig an adequate technical preparation to their graduates. This evaluation 
agrees with Bressler and Lacy's hypothesis as to the higher salary commanded 
by hearing- Impaired graduates. The authors, In a 1980 study, speculated after 
ruling out other factors, that educational advancement appear to be the factor 
explaining the salary position o\ the hear I ng- Impaired employees compared to 
the other disability groups/members and the non-handicapped Included In their 
Investigation (Bressler & Lacy, 1980). 

Although limited In the general IzabI I Ity of Its results, more of this type 
of research Is what Is needed at this stage. Such research can provide Indi- 
cators and valuable Insights into changes In job opportunities for disabled 
people. It can also record employers' suggestions on ways to promote the 
hiring of hearing-Impaired Individuals. This type of Information Is necessary 
for the postsecondary programs to keep abreast of changes In the Job market 
and the demands ^^reated by new technologies. Research can also provide 
guidance to the vocational rehabilitation counselors efforts In advising their 
clients and In planning their placement efforts. 

The recognition of the role of employers and the useful suggestions they 
can offer to promote the hiring of hear I ng- Impaired Individuals has finally 
H^;in recognized. In several states, the extension of advocacy groups to 
Include employers Is an excellent step to support and enhance vocational reha- 
bilitation and postsecondary programs' efforts to secure good occupa.lonal 
opportunities for hear I ng- Impaired individuals. 
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TREATMENT ISSUES FOR DEAF ADOLESCENT 
VICTIMS OF SEXUAL ABUSE 



FLORRIE BURKE 



One out of four girls and one out of seven boys will 
be sexually molested before age eighteen. The risk factor 
might be higher for deaf youngsters although we do not have 
statistics available. There are particular problems to be 
encount ered when work I ng with t he spec I a I popu I a 1 1 on of 
hearing-Impaired adolescents. There Is often a "systems 
breakdown" when the client In question Is hearing-Impaired. 
Normal procedures and protocol such as confidentiality and 
appropriate family In- vent Ion are frequently abandoned. 
Case management and In. -agency collaboration often become 
the responsibility of the treatment provider and a con- 
fusion of roles ensues. 

Sexual abuse, child sexual abuse In particular, Includes many different 
crimes along a continuum. At one end of the continuum we might have a child 
who Is cornered once In a public place by a stra^-er and lewd suggestions 
might be made and the child might escape. At the other end of the continuum 
we might have a child who Is sexually victimized over and over again for a 
number of years by someone ^'ho Is very close to that child. 

There are an estimated 200,000 to 500,000 sexual assaults on female 
Children from age 4 to 13 each >ear. This doesn't Include boys and It doesn't 
include girls under the age of 4 or over the age of 13. Sixty to ninety per- 
cent of the victims are girls. We think that this is not quite accurate. 
There are probably more boys, but these cases are under reported. The 
molesters are men In 97% of the reported cases. Again, the number of women 
who molest is going up. and we don't think it is happening more often, but 
that It is being reported more, in the whole field of sexual abuse there is 
more awareness, not because there is increased- abuse, but because there is 
more report ing. 



Offenders tend to be young. Most child molesters ommlt their first 
molest by age 40, 80% by age 30, and three-fourths of the offenders are known 
to the children. In 50% of the cases children will be molested In their own 
homes. What I am trying to say Is that the problem Is pervasive. It can hap- 
pen anywhere, anytime, to anyone. 

There is a study that found that 33% of abused children showed no overt 
reaction to the sexual abuse. This Is an area of conflict for us, and It Is 
certainly something that we have not figured out. Is there always a negative 
reaction? Is the Imoact traumatic? There are a number of factors to consider 
here, but we think that one of the Important things Is to think about the term 
"overt". The child may. In fact, have many Internal reactions to the abuse 
that she or he chooses not to share with others. As professionals we some- 
times confuse this withdrawal and silence with the Idea that the child Is 
dealing with the abuse and trying to forget It. A case In point Is a six and 
one-half year old boy we are currently treating who was seriously physically 
abused and then sexually molested at age three. Following the molest, he was 
in a coma for a number of months. When he came out of the coma, he was happy 
and smiling and has never referred In any way directly to the molest or the 
abus His mother, however, was convinced that something this traumatic would 
show up and so she took him to a mental health clinic. We don't know If It 
was because of the boy's deafness or his presentation, bu. the clinicians 
there said he was adjusting fine and obviously he had forgotten about It. The 
reason that we are seeing him now Is because he Is drawing pictures of males 
and crossing out all of the genital areas and saying things like, "When I grow 
up I'm going to be a woman, I'm not going to be a man or bad." He Is physi- 
cally violent toward adults and other children. We think that the treatment 
of this boy Is going to be long term. But this Is a good example of someone 
who does not pick up dolls and start reenacting the sexual molest. However, 
we cannot assume that It wasn't very traumatic for him. 

We think that our particular population of children are very su^^ceptlble 
to Incest. We would define Incest as any act with sexual overtones per- 
petrated by a trusted adult whom a child Is not able to refuse because of age, 
lack of knowledge or the context of the relationship. The prolonged abuse by 
a babysitter or an old family friend may be as traumatic and may produce the 
same symptomatology as the abuse by a relative. Either kind of rbuse produces 
a feeling of lack of control over one's body, fear and Incomprehension. One 
of the common misunderstandings among professionals Is that If there Is not 
Intercourse, then abuse really didn't happen. This Is not true. A sexual 
assault such as having to watch a father masturbate can be as damaging to a 
child as engaging In Intercourse. In this paper we will use the words sur- 
vivor and victim. When we use the word survivor, we mean a person who has 
been In an Incestuous relationship that Is no longer going on and victim 
refers to one who Is Involved In a relationship that Is still continuing. 

The research In this field shows that prior to puberty children of both 
genders are equally vulnerable to sexual abuse. Males, however, are more 
likely to block the memory of the childhood abuse and females are more likely 
to have these memories triggered later on when they become sexually active. 
The majority of offenders are males, but there are women who sexually molest 
and there are mothers who cooperate either actively or passively with their 
husband's abuse of children. 
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We would like to discuss some of the myths of Incest. One of the most 
Important and destructive myths Is the Freudian myth which deals with Incest 
as a child's fantasy rather than an adult's behavior. Freud backed away from 
his original precept Ions that Incestuous abuse caused hysterical symptoms and 
he changed this to the theory that all chl! ''^n experience sexual desire for 
their parents and this leads to neurotic s .toms. He did not examine the 
feelings and behaviors of the parents toward their children. There are still 
therapists and lay persons among us who do not think that childhood seduc- 
tiveness Is learned and that It might stem from Incestuous abuse. 

There fs another myth that dismisses the Incestuous abuse as charac- 
ter 1st ics o. poor minor I ty cultures. This Is not so. There Is Incest In 
every culture, in every socioeconomic class. 

Another myth focuses on the pathology of the offender and attempts to 
explain incest as a biproduct of alcoholism, schizophrenia, or generalized 
family violence. Actually, it happens in ail kinds of families and often a 
perpetrator may be a very socially esteemed person and would appear normal 
psychological iy . 

Another myth Is that the "bad mommy" Is responsible for the abuse. This 
theory tends to blame the mother Instead o focusing on the offender. 

There is dysfunction in these families. Family dynamics In an incest 
family are often inappropriate, but this seems to be the effect, not the 
cause. Many therapists are st 1 1 i influenced by myths, iilost incest survivors 
report some type of inappropriate intervention by a therapist, especially if 
It IS someone who started looking for help more than five years ago. Things 
ire changing now as people know more about this subject and know more about 
:>pecific kinds of treatment to provide. Many therapists are unwi Sling to deal 
With our own feelings about this. In part<cuiar, the whole field of sexusl 
abuse is something that should cause us to examine our feelings before we 
attempt to work with clients who have this as an issue. We might feel horror 
when people reveal the Incest to us. We might feel an inadmissible sense of 
exitement and if we don't confront these feelings, we help perpetuate the 
m/ths. 

Those are some of the myths, and now we will discuss some of the reality. 
There Is a wide variation among families who experience incestuous abuse. It 
Is almost always repeated, usually on a regular basis for many years. it is 
common for the ear i lest remembered incest to >ave started at age f i ve to 
seven, although there are many cases where It begins in infancy or toddierhood 
and continues on a gradually escalating scale often including various forms of 
penetration and frequently reaching a crisis during puberty. When a boy or 
girl approaches puberty , the dynamics change. Usual iy boys can extr icate 
themselves from the incest during puberty. Girls try to tell someone because 
they become fearful about pregnancy or that the offender will move on to a 
youn^ier sibling. Sometimes this threat of telling is enough to end the 
incest. But sometimes it is not. Sometimes the family controls are so tight, 
that this kind of thing continues through generations. Sometimes the abuse Is 
a part of the total compl(;x pathology which might Include drug abuse, 
violence, psychotic behavior, etc. Sometimes the Incest also Involves severe 
physical abuse and threats of death. 
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People wonder how and why this happens and continues for years. The 
dynamics are so complex and child abusers often use subtle forms of coercion. 
This makes It very difrcult for a child to say no. If one Is able to enlist a 
child In some sort of forbidden and yet desirous behavior, one can ensure 
compliance and get \t on the part of the child. The offender wl i I tell the 
Chi id that she Is special, the game Is their secret. It Is happening because 
he loves her and he can play on the child's need to be ioved and the fear of 
losing what !s sometimes the oniy affection a child knows. We think that this 
Is partlculariy true with our population of kids. They arc often so Isolated 
within a famliy, and this becomes the only closeness, the only physlcai close- 
ness and it is very confusing to the child. As the behavior escalates and the 
child gets older, the child may realize that he/she has bargaining power over 
the adult and this becomes a reverse power dynamic. Then what happens some- 
times as the abuse continues Is that the chiidren wili start to respond 
sexual iy to the st imulat Ion and this becomes very dl ff Icul t for a chl Id 
because offenders can then think their behavior is Justified because the child 
Is responding. The victim in turn perceives this response as a betrayal of 
his/her body. Then iat<.r when we treat aduit survivors, their body Image and 
seif-concept is realiy distorted and we think it stems from this feeling of 
betrayal by their bodies. When children try to get help, the results are 
often dlsas:rous. Young children do not know the language for what is hap- 
pening and their attempts to communicate are often misinterpreted. One way 
children handle the secret is to spilt themselves off and just leave t^eir 
bodies so that it is like another person is there being abused. They are 
motivated by the fact that they have to maintain some kind of normalcy or the 
family might fail apart. They might try to be perfect and all of bad 
feelings are spilt off. On the other hand, 5;ome wili deny a^l 1 rules of 
society and become very bad and run away, act ouc permanently, be involved In 
the courts, early marriage, babies, etc.. Chiidren may forget a lot because 
they organize tremendous defense efforts to block awareness of the incest. 
They try to block it from a hostile world, hostile because the message is that 
this is not okay. There is a tremendous amount of energy generated by these 
youngsters to keep their anxiety from showing and to maintain an appearance of 
normalcy. Victims and survivors have developed great strength in order to 
survive. Sometimes the unacceptable knowledge of incest will be blocked from 
their memory until the behavior has ended. But It resurfaces later during a 
life crisis or something that is similar. Anything can trigger It and memory 
of sexual abuse Is a large part of the treatment. It Is not very common for 
someone to have complete memories and there are specific ways of working with 
people to access those memories. The therapist needs to go very slowly and 
follow the pace of the client. There are reasons that people use these 
defenses and block their memories and we have to be respectful of that. 

Usually in the beginning of a long term Incestuous relationship children 
don't know what is wrong. They mi{iht be bribed, they might enjoy the pleasure 
of adult attention. The child learns quickly that this must be kept secret. 
The child also learns th^tt this Is a bad secret and by keeping the secret the 
child is in some way bad. There is not a clear understanding as to why they 
are bad but this feeling does get internalized sometimes and later they learn 
they are bad because they broke a taboo. However, since this is often the 
only love and affection that a person gets in their family. It Is very con- 
firming. 
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In addition to the more common Indicators of abuse there might be some 
other things such as phobias of men and other Individuals, sleep disturbances, 
excessive bathing, splitting behaviors, obsessions or phobias regarding sexual 
matters, public masturbation, seductive behavior, chronic urinary tract Infec- 
tions, venereal disease, or bleeding. When you are working with children, 
adolescents, and adults who have been abused It Is necessary to proceed slowly 
and allow the client to have some control. The whole memory Is usually not 
accessible and might be burled If the therapist shows signs of being over- 
whelmed or not believing. In the literature and In our personal experience we 
know that when a mother or another Important person does not believe the vic- 
tim or the survivor, this Is Indeed more traumatic than the molest Itself. If 
a therapist finds him or herself In a position of not believing, then maybe 
the client should be referred out. It Is also Important in treatment to 
remain calm and accepting and keep In the back of your mind that this happens 
to many people. It »s painful to discuss, but people can and do recover, and 
we must provide a safe place for the person to tell details to a calm pro- 
fessional who will not get upset and who will respect the pace of the sr.r- 
vlvor. Anyone In this field knows that we hear some pretty horrendous things 
and when we think we have heard It all, the next d y we hear another story 
that Is more horrible and It Is really Important to be calm and accepting and 
not be overwhelmed. The tendency Is to want to get all of the facts about 
what has been done and In our roles ao therapists this Is not as Important as 
getting more Information about family dynamics, etc.. We are mandated to 
report, we are not mandated to Investigate. People often want to know how to 
ask about abuse. If It Is a child or an adolescent, the therapist can Just 
routinely ask If anyone has touched them In a sexual way. Be direct. When we 
beat around the bush. It Just perpetuates the Idea that It Is not okay to talk 
about this and it sets It up for the client that here Is another person who Is 
not going to believe him/her, who doesn't want to hear about It, so It must 
really be awful. We need to be willing to be right out there with It. We 
want to underline the fact that v;e need to try to be at ease with this. We 
are never completely ai ease, but as much as we can, we should examine our own 
feelings so that we exhibit the sense of calm and comfort that makes It okay 
for the client to talk about It. When we discover that there is Incest in the 
family, we must assess the family situation earful ly. Often the systems that 
are set up to protect children can do a lot of damage In reality. Someone 
gets removed from the home. More often than not It Is the child and this 
reinforces the idea that It Is something that the child has done wrong. Our 
Job, we think. Is to work closely with other people In the system to make It 
go as smootMy as possible, "^he Important thing Is for the child not to feel 
guilty. As therapists we need to be able to approach the whole family with 
some kind of compassion and again, that means examining our own feelings. If 
we feel that we have so much anger that we can't possibly face this family, 
that we Just want to strangle this father, we are probably not the person to 
deal with the family. It Is Important to determine who In the family Is the 
most supportive of the child and can offer help to the child. The legal 
situation has to be carefully explained. This Is very sticky. You tell me 
your secrets, you tell me your most personal things, and then we are going to 
report you to the authorities and all hell Is going to break loose and how can 
you trust me and how can we continue to work with you? This takes an enormous 
amount of skill and tact and caring to be able to manage all of these things 
and I t can be done. 
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One of the ways that It can be done Is to be really straightforward and 
explain the whole process to the family. Explain the legal situaclon, don't 
be secretive about It, you tell them and It can work out. It can also be 
dangerous and you need to assess that. You can be dealing with some very 
dangerous people. The number one thing Is that the children need to be pro- 
tected from further abuse and they need to get, clear explanations every step 
of the way as to what Is happening. It Is not fair for deaf children to 
report something, have someone leave home, be besieged with questions, go to 
court and pot have all of this process explained. If we In our particular 
work cannot do that, we need to find people who can. Efforts should be made 
to reinforce different family alliances because there will be disruption. 
Often the deaf child Is already feeling Isolated and if s/he has been in a 
long term Incestuous relationship, s/he Is feeling even more isolated and we 
need to not reinforce that. 

When we talk about key Issues In treatment for victims of sexual abuse, we 
talk about control and autonomy. This Is particularly true when we are 
talking about deaf adolescents who have been victims of abuse. They have had 
controlling authority figures telling them how to live, what to do, what to 
say, what to sign, etc. and If we as therapists become controlling, then we 
are Just one more abuser. We really need to empower a client and work very 
hard on that. These survivors have lost control, they have lost their power, 
and It Is our charge to try to give some of this back. In cases of sexual 
abuse, most people f^el more comfortable with female therapists. We don't 
think that this Is true In 100X of the cases, as we look upon my male co- 
worker here, but do think that the literature supports this In a great number 
of cases. And again, like the whole field of sexual abuse It Is because of 
very subtle, complex dynamics. Sometimes male therapists might feel some 
guilt about being male, considering what has happened and they work very hard 
at overcoming this, by being nice guys or there might be discomfort on the 
part of the female victim and because of these Issues, the real issues get 
lost. if a female client requests a change to a female therapist, we don't 
think we as mental health professionals should call this avoidance defensive 
behavior. Sometimes It Is healthy. It Is a positive sign of taking control 
that someone Is recognizing her own needs. When working with abused children 
we have to remember that some have built a protective wall of denial that 
helps to keep them safe. We don't need to demolish that wall In one full 
swoop. We need to take It down brick by brick because this wall serves the 
purpose of keeping children safe from what they either expect or from what 
they have already experienced. Other children don't build a wall, they Just 
create other defenses and act like nothing bothers them and they are not 
afraid of anything. This makes It more difficult for them to acknowledge the 
hurt and that Is the way that they protect themselves. Again, lower the wall 
slowly because It has provided safety and we don't want cO frighten people. 
It Is very hard for children to admit abuse If It means admitting that their 
parents are wrong. It Is much ea;iler to say, "I'm wrong, I'm bad, I'm not 
perfect," than to say, "My mother and father are wrong, and bad and not 
perfect." Because of this dynamic, a lot of children grow up thinking that It 
is their fault. Because It really Is easier than to think that It is your 
parents. 
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We would say without any hesitation that all abuse Is a problem with 
adults and not with children. Most children are taught not to talk about the 
abuses outside of the home. The crucial thing about sexual abuse Is not 
exactly what occurred, what the specific abuse was, but rather, the Impact It 
has on a particular person, how It was explained to that person, ana how It 
affected that person. 

There are some variables about the Impact on a person that we would like 
to run through. The first variable Is the relationship between the offender 
and the victim. This Is an Important variable. The closer the relationship, 
the more this Is a trusted adult, someone depended on to take care of, to pro- 
vide love and affection, the harder It Is to understand the molest. A second 
variable Is the duration of the abuse. Another variable Is the type of sex 
play Involved In the molest. A fourth one Is whether or not there was physi- 
cal abu5te along with sexual abuse. This has an Incredible Impact on a child. 
The fifth variable Is the age and developmental level of the child. And the 
last variable which Is very Important, Is the reaction of the people around 
the child. This Is what was meant before when we said that the trauma of not 
being believed can be worse than the molest. 

There Is no excuse for abusing children. It Is important to took at the 
reasons, but not as a way to excuse what happened. One can say that father 
molests because he doesn't have a Job, because he drinks, because he's crazy, 
etc.. If we zero In on that, what we do Is we get the adults off the hook and 
we keep the children feeling responsible. Of course, we c^-'t overlook those 
factors, but when we use those as excuses, then we are overlooking something 
that the chl Id needs. 

In treatment, there are a number of things that we as therapists need to 
be able to do. One Is to show and be able to exhibit clearly a regard for the 
client. We also need to establish credibility. Therapists can say to the 
client, "I have talked with others who have had things like this happen, you 
are not alone. What do you know about being here, do you know why you're 
here, how do you feel about talking to me about what happened?" The child 
needs to know that the therapist Is honest and by being honest we need to tell 
them what we are going to do about the reporting process and about what might 
happen. The child must know that we want to help them. We need to try to 
neutralize the psychological trauma and return some control to the child. By 
doing this we can ask opinions, we can tell the outcome of decisions, how 
dec I s I ons are made , and not Just be g I v I ng I nf ormat I on , but be get 1 1 ng 
something back from the child also. This Is one of the only ways to return 
some power to the client. 

When we get a story from a child or adolescent, we need to look at any 
changes in the lifestyle of the child which .lave occurred since the assault: 
changes In eat !ng, sleeping, dreams, nightmares, a chl Id's concent rat Ion In 
school, thoughts of the assault, how often these thoughts come Imo the per- 
sons mind, physical symptoms. Illness, how the family Is handling It, etc.. 
We need to be able to say to each other, as therapists, that: "this Is dif- 
ficult;" "this Is tough;" "I have a lot of feelings about this;" "I need to 
talk to you about It;" "I need consul tat on;" "I feel hopeless;" "I feel 
helpless;" "I feel disgusted;" "who can anybody trust?" "I think we really 
need to put ourselves out there and get help ?rom each otner." 
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Some specific caser Mch lllti^rate some of the problem areas of working 
In this field are prest .d in the following section. 



Problem: Multi gency coordination to Insure protection of the ado- 
lescent. We wouM rice to tell you about a 15 year old girl whom we worked 
with who was molested by her father and exploited by her mother. When we say 
exploited, we ^ean tha^ the mother was often Involving the media. This girl 
had a dramatic presentation and a dramatic hearing >oss, and the mother would 
buy her clothes that were age Inappropriate and then exploited her In a number 
of ways. She was the only one with a disability and she was also the family 
scapecoat. There were conflicting 'a lues In this family. They were a very 
strict fundamentalist religious fd'^iWj, but there was sexual acting out, and 
this was very confusing. The girl made a report of her father's molest and 
she was removed from her honie. She developed a number of problen'S; sh3 
developed an eating disorder, she lost an enormous amount of weight, ^io\e 
food, binged, threw-up. She made a number of suicidal gestures, she was 
constantly threatening to run away, she was stealing, lying, and she was 
acting out sexual >y. She was hospitalized ar.d she responded a I Ight to treat- 
ment for a while, then she started to regress again and started acting out In 
the hospital and the psychiatrist on the case said: "Well I think that she 
neede to go to another foster home.'* The social work^ and our staff asked: 
"What makes you think that this Is going to be more successful than the other 
foster home?'* »r.u he said: "Well, we'll Just tee. . ." We predicated 
failure, and there was failure, she ran away, she got Into trouble, and she 
was ultimately put In, not Juvenile hall, but a receiving center at Juvenile 
hall, which Is voluntary and Is the place to go before placement In a group 
home. We wanted her to go to a group home that had some treatment. While she 
was In the receiving home, she ran away. No one could stop her, she was gone 
and we didn't hear from her for a year. She had been hospitalized with severe 
pelvic Inflamatory disease and we had real concerns about her health. One 
year l^ter she called ard set up an appointment, but never showed up. We have 
no Idea where she Is. Ine reason we are bringing up this case Is to show how 
difficult It is to coordinate services and ensure protection of the child or 
adolescent . 

We worked with the residential school staff, with three sets of foster 
parents, with the family of or n, with th<* staff at the hospital and the 
psychiatrist, with CP" workers, and with her public school staff. We tried to 
get som body else to do case ''management so that we could stay her therapist, 
but as most of you know when there is a deaf client Involved, most other agen- 
cies change procedures and expect us to tL..2 over and be the case manager, and 
that dilutes the therapeutic relationship. We weren't able to protect this 
girl, we just weren't. There were too m^ny systems Involved and not everybody 
wanted to hear our thoughts and evaluation. It was unfortunate because this 
girl was raally risk for substance abuse, sexual acting out, suicide and It 
was a very tough case. 

Problem Ti»o: Undue stress and trau'^a placed upon a family due to misin- 
terpretation and Problem Three: Family therapy when reunification Is 
appropriate. Must of you are familiar with the television program ": omething 
About Amelia." It was shown last year for the first time ana recently 
repeated In California. It was a very good television movie about Incest. 



Following that movie there were a number of reports made and this particular 
girl, who was 14 at the time made a report to her cottage counselor at a resi- 
dential school for the deaf. She reported that her father touches her In a 
way she doesn't like. This was reported to Child Prrtectlve Services w.o 
Immediately sent out a new worker. The new worker was really thrown off by 
the fact that this girl was deaf. A professional Interpreter was not called 
In. The police was there taking the report. We received the report and later 
we went over It with the girl, and all she kept saying was, "I never said 
that, I never said that." The girl would say th ngs like, "He pats my leg." 
In the written report this became, "He strokes my thigh." ;he sale "I feel 
afraid ♦hat he wl I I move up toward my vagina." In the written report It 3ald, 
"He sti'jkes my thigh and moves his hand up to my vagina." That whole subtle 
concept of "I feel" was lost. The written report was very different from what 
the girl had said. She reacted very strongly to the written report In a nega- 
tive way by saying, "I didn't say that, he dldn'i do that, I didn't mean 
that." What she did mean was that she was very unconfc^-table with the way her 
father was touching her. It made her feel uncor.ifortab le. She was Immediately 
removed from her home, no contact allowed with aiy family members. Child 
Protective Services called us, the father's attorney called us and tried to 
make us promise that we would not discuss this Issue with the family although 
they were being referred for treatment. We said that we were not willing to 
do that. The father was both angry and feeling very hurt and misunderstood 
and the girl was feeling fearful because she had been removed from the family 
and hadn't been able to talk to her stepmother, etc.. So we met with her and 
we met with the family and tried to assess If was safe for her to go home, 
what had really happened, how they were all feeling, etc.. It turns out that 
there war a great deal going on that had nothing to do with sexual abuse. 
What was going on was that t.ls girl had Just started to mature physically and 
her father was still treating her as If she were 10 ..nd she was not feeling 
like a little girl anymore. What he was doing was Inappropriate, but It was 
not sexual abuse. It made her feel uncomfortable, and It was Important that 
she be able to teM him and that he know and understand that, but this Inci- 
dent was so blown out of proportion, he was taken to cou *♦ and the family was 
greatly disrupted. This Is one ol the hardest families we've ever had to work 
with because ♦he father was so defensive and so angry and hurt that this girl 
would say these things. We arranged to work weekly with the girl Individ- 
ually, to work weekly with the parents and then to work with the family 
together a couple of times a month. They were court-ordered for six months of 
therapy and they stayed In treatment for a year. It was a difficult case, but 
It Is a good example of how things can really blow up quickly, we chink this 
happenc with deaf children becai'**e people Just don't know what to do. It was 
unfortunate. We don't think that aM of us In this field are on a witch hunt 
trying to uncover sexual abuse every place we go. We don't think that this 
was sexual abuse. We think It was Inappropriate touching and we think It was 
an Inappropriate response :o a young girl who war> al I of a sudden feeling her 
own sexuality, but this case didn't need to nave the legal Intervention and 
stigma attached to It. This case points out the need to educate other agenc- 
ies about deafness, and also serves to caution us nol to jMmp to conclusions. 

Problem Four: Differences In the treatment of mala victims. Preparing 
the victim for legal' proceedings. We worked with a 13 year old boy who in 
addition to being ^eaf had a seizure disorder and was learning disabled. He 
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was molested several times by a male babysitter who was a few years older. He 
was threatened with a knife and his 5 year old brother w3:c also being molested 
by the babysitter In his presence. The family found out because our client's 
behavior became so bizarre that they started asking quefi<ons. The family 
pressed charges and from the time of pressing charges to the time of the court 
date, this boy showed ri^gressed behavior. He was fahly psychotic when we saw 
him. He would be In and out of a psychotic state and we provided supportive 
therapy for the parents as well as Individual therapy for the boy. This boy 
was difficult to work with because of his psychological state but some of his 
conflicts were that the abuse felt good to him amd he felt guilty about that. 
He also was conflicted because he dk <'t have any friends and he wanted a 
friend and thought this was th? way tc get one. Another problem was that he 
couldn't protect his 5 year old brother and felt very guilty about the abuse 
to his brother. He was also embarrassed around his father ^'egardlny questions 
of mascullnir-, why he let this happen. v;hat did this mean. etc.. He had a 
great fear o being hurt by th<^ babysitter. We worked a great deal on his 
self- I mage, his sense of Inadequacy and his lack of power. He really decom- 
pensated when It came close to court date and we did a lot of work with this. 
We drew models of the court, we built models, we explained what was going on 
and we took him to the court. The particular court system that he was 
Involved In has child advocates so we hooked him up with one of those, we got 
an oral Interpreter and we got a sign language Interpreter because he used 
both modes. \t the last minuto. they settled out of court and In a way this 
was too bad for him because he didn't really understand and he felt like 
thln^js were not finished. He didn't have closure or a chance for mastery. We 
didn't finish treatment as the family moved to a very Isolated area of 
northern California where there a'-e no services for the deaf educationally and 
certainly not In mental health. The parents called us « while ago and said 
that he was being hospital Ued. We Imagine that he Is In bad shape, and we 
don't think It Is Just because of the abuse, but because of the complexity of 
his problems and that the abuse was Just rore than he could cope with. But 
again, these cases take an enormous amount of time, because we are working 
with teachers, working with attorneys and working with social workers, etc.. 
It 13 difficult to do a large percentage of these cases In a caseload although 
that often happens once one becomes Identified as someone who can do this kind 
of work. 

Problem Five: Court-ordered therapy. Working with family denial. We 
worked with a 17 year old who reported repeated molest by her stepfather. She 
has a deaf family. She reported tho molest to school personnel who then 
reported It to CPS and she was removed from the home. She did not go to 
school for six weeks supposedly because the foster home was too far away. She 
didn't know how to get to school and became unhappy that many of the school 
personnel knew about the Incident, that kL^ gossiped about It. and that her 
family was frantic. This very bright young woman gave an extensive police 
report with many specific details. Thi-^ Included radlty and exploitation In 
the family. This girl Is 17. beautiful, bright, and very active In school. 
However, she never goes out socially, never. Whf-i she went to court, she 
recanted. She took back the story. Her stepfather was sitting right there 
and she told the Judge that she made It up. She was mad because her parents 
were not taking her to doctors appointments and not paying enough attention to 
her. The family was court-ordered for family therapy anyway, because the 



165 




■ EMC 



Judge believed that the abuse was happening. When a therapist gets a court- 
ordered family, It Is very difficult because they don't want to be there and 
they don't want to work. This family came In arigry and this was tough. We 
worked with the girl Individually and worked with the parents as a couple and 
then we worked with all of them. We did a combination of things. They were 
court-ordered for six months of treatment. We decided that we weren't going 
to get anywhere If we kept focusing on the molest and whether It had happened 
or not. Our client said .t hadn't^ so we left that alone for awhile and 
worked on the general dynamics of the family and the fact that she needed some 
autonomy. We did some good work, but underneath It all was this whole Issue 
that wasn't really getting talked about, except In sort cf couched terms, 
because every time It came up tr. .3 thunder cloud would appear and they would 
all get into denial. Then our client turned 18 and they didn't come anymore 
oven though the six months weren't up. We don't know what Is going to happen 
In this case, but we don't think that she made It up. There are many classic 
Indicators In this case and we suspect she reported accurately. Perhaps when 
she Is able to leave the family, she will be able to report the truth. 

Problem Six: The guilt of the adolescent when the perpetrator Is Impri- 
soned. Sex education as part of the therapeutic Intervention. The last two 
cases that we are going to discuss are about adolescent girls whose offenders 
have been Incarcerated. This becomes a major focus of treatment. 

In one of the cases the stepfather was the only c^nsLitent male In this 
girl's life. She was devastated by the fact that she thinks ^he sent him to 
prison, and that Is something that has to be worked out In therapy. 
Following the Incest, she be:ame a girl who acted out sexually, and had 
Incredible anger towards her mother for not protecting her. !n treatment we 
focused on adolescent issues between the mother and daughter, the girl's anger 
toward the mother and the mother *s need to recognize what this girl needed to 
do In order to grow up and be an adolescent and then an adult. We also did a 
lot of sex education. There wasn't very much. After one year, she Is at a 
point where she understands and doesn't feel so guilty about the Incar- 
cerat Ion. 

The other girl we started working with a few months ago. She was Involved 
with her grandfather In a very ong-term Incestuous relationship. He also 
molested some of her friends and this has caused her tremendous guilt. Her 
mother, who Is an alcoholic, was unavailable to her. Yet, she typically turns 
herself inside out to g^t her mother's approval. The first time we ever saw 
her She said, "I know you want t:. talk about what happened with my grand- 
father, It's over. It's done with, I'm not going to taK about It anymore." 
We respected that at the time and tried to b> Id trust with her. Turing the 
third session, she came In and It all came out. We think It Is because we 
didn't push her, she knew we would talk about It, and she really needed to 
talk about It. This Is a new case and there are many things going on. She 
makes s'.icldal gestures, she acts out and she doesn't mcke connections between 
feelings and behaviors. 

We must look beyond Individual cases to the conditions In our society that 
form, permit and encourage offenders, most of them rrale. to act out violently 
toward women, children ^^nd vulnerable men. Wire battering, chllo abuse, 
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Incest and rape are part of the same problem. They are crimes of power and 
coercion which help maintain the power structure of our patriarchal society. 

As a society, we need to educate ourselves, clarify our values and then 
practice them. We need effective treatment programs for child victims, secon- 
dary victims, adult survivors and offenders. 

We must confront Incest. Many survivors have broken the silence to tell 
their stories, challenge misinformation, share their pain and demonstrate 
their reclaimed power. The feminist movement peaces Incest In a social and 
political context rather than looking at It as an exa^ le of Isolated familial 
pathology. 

It Is essential to talk to cnlldren, to educate and empower them. This Is 
even more ^mpc-t^.nt for our deaf children. 

An outgrowth of our work In sexual abuse and something we have wanted to 
do for a number of years is to develop a child abuse prevention program for 
deaf children. Last year we contacted an organization In San Francisco called 
the Children's Self-Help Project. We received training from them and received 
help with a grant proposal. They hired us as "Special Needs Consultants" and 
we are adapting their excellent curriculum which Is to be used for the hearing 
Impaired. Tne curriculum covers preschool to high school. We are training 
five .eams of people who sign to present the program In classes for the deaf 
In our area. It will then be available to other people throughout the 
country. We are thrilled and excited that deaf students will finally have 
access to this Information. 



167 



REFERENCES 



Burgess, A. W., Groth, A. N., Homstrom,L. L., & Sgrol, S. M. (1978). Sexual 
assault of children and adolescents . Lexington, MA: D. C. Heath and 
Company. 

Butler, S. (1978). Conspiracy of silence: The trauma of incest . San 
Francisco, CA: New Glide Publications. 

Herman, J. (1981). Father-daughter Incest . Cambridge, MA: Harvard 
Unlver<»ity Press. 

Melselman, K. (1979). Incest: A psychological study of causes and effects 
with treatment recommendations . San Francisco, CA: Jossey-Bass. 

Rush, F. (1980). The best kept secret : The sexua I abuse of ch II dren . 
Edgewood, NJ: Prentice-Hall. 



ERLC 



DEVELOPMENT AND i CEMENTATION OF SE, JAL 
HEALTH POLICIES IN SCHOOL SYSTEM 



MAX FITZ-GERALD 
DELL A FITZ-GERALD 



In recent years one of the most challenging areas of 
law pertains to student rights to privacy rsgc'^dlng sexual 
health Issues. Today Ignorance of the law Is not bliss. 
Such Ignorance often results In the denial of legal rights 
of Individuals and/or the destruction of professional 
careers. The necessity to deve jp written sexual health 
policies Is vital In school systems today. A proven process 
for sexual health policies development and Implementation 
will be out I Ined. 

Today the cchool admlnlnstrator Is faced with legal issues their prede- 
cessors sel om. If ever, had to confront. Issu'ds regarding student rights, 
parental rights, the right of confidentiality and tht, right of privacy are now 
common concerns of most school administrators. It can no longer be taken for 
granted that employees understand their rights and responsibility In making 
sure that they are not denying the rights of others In their care. In d court 
of law, the statement "I didn't know** Is no longer acceptable. School systems 
are expected to know t^e law and to follow It. 

In recent years, one of the most challenging areas of law pertains to the 
student's right to privacy regarding sexual-health matters. In the past 
r'ecade, tremendous changes have occurred regarding this area of law. Examples 
of these changes are found In the following court decisions: 

^ The 1973 U.S. Supreme Court decision granting a woman the right to 
obtain an abort Ion. 

^ The 1977 U.S. Supreme Court decision regarding the right to dis- 
tribute contraceptives to minors. 
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The "mature minor" doctrine which permits the court to determine 
that a mature minor can consent to medical treatment without paren- 
tal permission. 

These recent court decisions maSce It ev6n more imperative that school admin- 
istrators be well informed of the law and have legal counsel available. 

It was this appreciation of the legai issues that prof^^.pted the authors to 
raise the question of the need to develop a sexual health policy for the Model 
Secopjary School for the Deaf, Pre-Co liege Programs, Gallaudet College. Dr. 
Robert Davlia, Vice-President of Pre-Coiiege Programs, suggested that the 
authors investigate the need for such policies through the following steps: 

o 

Conduct a sample nationwide telephone survey of the different 
programs serving leaf youth. 

^ Contact the State Departments of Education in Virginia, Maryland, 
and the District of Columbia to obtain state statues. 

o 

Research the mcst recent Federal Regulations. 

o 

Compile a report for his review and discussion. 

The authors proceeded to carry out this plan and uncovered the Informat ^'* to 
f o 1 1 ow . 

Fifteen day. residential, and mainstream programs serving deaf youth 
across the nation were randomly selected and telephoned. The head admin- 
istrator of these schools reported that they did not have any formal, 
written sexual health policy statements. Each expressed an interest In 
the Pre-College Programs' efforts and finci products. 

The research on the State Department of Education statues revealed that 
the State of Maryland had detailed policy statements regarding sex education/ 
health Issues, while the State of Virginia policy statements were very vaguely 
stated. The District of Coluriibia reported that policy statements were being 
developed. 

Review of the Federal Rryulations indicated court decisions regarding the 
rights of minors to have access to contraceptives and abortions without paren- 
tal consent. Under Title IX and Title X, It was patently obvious that it is 
Illegal to discriminate against students who were pregnant or married. 

This Information was reported to Dr. Davlla ani he decided it was neces- 
sary and appropriate for Pre-College Programs to take the lead in developing 
sexual-health policies. 

Below is an outline of the process followed by Pre-College Programs. Each 
of these steps will be discussed in detail. 
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PROCEDURE FOR DEVELOPMEHT OF SEXUAL -HEALTH POLICY 



Selection Of Interna' committee: 

Made up of supervisory, representat I /es from each MSSD department 
Committee chaired by superintendent o^- designee 
^ Identification of areas that policy Is needed: 
Examples: 

Confident lal Ity Issues 
Contracept Ives 
Abort Ion 

Intimate sexual relations 
Force ' sexual activity 
Marrt0d students day/dormitory 
^regnant students day/dormitory 
Sexual abuse 
Sex education position 
Sexual signs 

Sexually Transmitted Diseases 

o 

Research the local, state, and federal laws regarding Identified areas 

^ Develop draft policy statements 

^ Administrative review of draft 

^ Legal review of draft 

^ Revision by committee 

^ Return for administrative review 

^ Review by : 

Faculty/staff or faculty/staff committee 

Student committee (student government) 

Parent advisory committee or selected parent group 

Sex education advisory committee 

School Board 

^ Revision by committee 

^ Final review by legal counsel 

^ Submission to school board 

^ Inform and educate all parents, faculty, staff, studentf. 
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SELECTION OF INTERNAL POLICY COMMITTEE 



The sexual-health policy committee operates best when the membership con- 
sists of supervisory staff representing each dep^rtment or area In the school. 
The superintendent or his/her designee should chair this committee. The 
authors have tried different models with various schools and find supervisory 
staff best suited to the challenge of policy development. 

it is Important that the committee Identify, understand, and agree to the 
scope of the tasks involved in the development of this unique policy Some 
coimnittees best work by dividing up the various tasks and accomplishing these 
through small group work that is reported back to the committee. 

Legal counsel must be provided to the administrator and the committee at 
the beginning of the process in order to avoid unnecessary tasks. Without 
legal counsel, the committee could propose policies that are not legally sound 
or reflective of local, state, and federal laws. 

A school board me:nber should be involved in the initial stages, as well. 
This can be accomplished by direct memljership on the committee or by periodi- 
cal update by the administrator or designee. 

IDENTIFICATIOW OF ISSUES FOR POLICY DEVELOPMENT 

The areas to be covered In policy statements will vary from school to 
school. Some systems may have developed policies covering some Issues 
discussed previously, while other schools may have no written policies. The 
committee must Identify those areas which It deems needed or absent from the 
program . 

There are several issues of particular Interest in residential schools. 
One of these Is the concern for confidentiality, as it most often represents 
an area of conflict for professionals in systems. Another issue is regarding 
the pregnant student and appropriate placement for the continuation of educa- 
tional and/or residential programs. 

In essence, no one has confidentiality In a school system. Psychologists, 
counselors, social workers, and nurses operate under a code of ethics, but 
this does not represent the law. A number of court cases have affirmed the 
right of the head administrator to have access to any and all information 
regarding students In order to ensure and maintain the daily operation of the 
school. The authors suggest that this lack of confident laity can be viewed as 
more positive than negative In that It provides the professional slaff the 
opportunity to respond to students through "team effort." This parternship 
will allow the staff to operate In the best Interest of the students. 

Pregnant students and the dormitory environment present a challenging 
situation for the residential program. Several residential schools have 
attempted to limit or prevent a pregnant student's participation In the dor- 
mitory program based upon their concern for her protection. However, this 
reasoning has not been upheld when viewed from a legal preceptive. Current 
law requires that all decisions must be made In conjunction with the pregnant 
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student, her parents, the student's doctor and school health services. 
Maintenance In a dormitory may be the most appropriate decision with con- 
sideration given to ways to respond to Ihe social and medical needs of the 
student. 

REVIEW OF DRAFT 

A critical step In the process of sexual-health policy development and 
Implementation lies with the review of the draft by the appropriate groups who 
make up the school community. The purpose of this review Is twofold. First, 
It eliminates any surprises. Second, It provides the school community with 
the opportunity to offer Input and feedback on policies. The following groups 
are examples of the school community: faculty and staff committees, student 
government officers or committees, parent advisory boards, school boards, and 
sex education advisory committees. 

These representat Ive groups can provide pract leal suggest Ions. Mo?t 
schools have these and other groups that want to be a part of the success of 
the school programs. These groups should be Informed that their ideas and 
suggestions are listened to and will be reflected In the draft changes, where 
appropriate. 

Once the draft has been reviewed by the school c^munlty, the Internal 
committee will include the suggestions in a revision. The revised dr^ft 
should be reviewed again by legal counsel. When It has been determined that 
the revised draft Is legally sound, the draft Is read> for the final step In 
the development process, approval from the school board. This step should not 
be difficult, if the board has been Involved and Informed from the Initial 
stage. 

IMPLEyENTATION PROCEDURES 

The policies are not worth the paper they are written upon unless they are 
appropriately Implemented by the school community. This means that every 
parent, student, faculty and staff member must have an opportunity to discuss 
and understand how the policies apply to them. it Is not enough to give a 
copy of the policies to the school community. v/ays to educate and Inform 
parents, staff and students will be explored. 

Parent imp lamentation Approaches 

The geographical dispersement of parents will often Influence the types of 
approaches used to share the policies with parents. If the parent population 
Is local, then meetings at school will represent one possible option. A copy 
of the sexual-health policies should be maMed to each paren' with a cover 
letter explaining the purpose, procedure and a contact person to answer 
quest Ions. 

If parents are located come distance from school. It may be beneflcal to 
hold meetings In a community closer to a group of parents In addition to the 
school-based meeting. It is Important that every effort Is made to Include 
and educate the parents. Parents ^re valued and must be a part of the success 
of the Implementation. 
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student Implementation Approaches 



Generally It will take a number of hours to go over the po Meier with stu- 
dents. Each policy should be discussed with an appropriate faculty or staff 
member who has good rapport with the students. Often small groups are very 
beneflcal In this process. The profess lona 1 (s) leading the discussion must be 
well Informed about the policies and capable of responding to student 
questions and concerns. 

These discussions may well take place in either the dormitory or academic 
setting. Students must be given the opportunity to understand everything they 
can regarding the polUies as they can not be expected to follow policies they 
do not understand. 

Faculty/Staff liaplawentat ion Approaches 

Many well Intended faculty and staff members have found themselves and the 
administration In serious legal trouble by not knowing and/or following the 
law regarding ^exual-health issues for minors and young adults in their care. 
As the authors indicated previously, this Is not acceptable today. Therefore, 
the faculty and staff members must be provided appropriate in-service training 
In order to implement the policies and procedures written by the committee. 

Depending upon the length and content of the policies, the amount of time 
for In-service wIM vary from sch oi to school. Generally, the staff needs a 
half-day to a full day to discuss and understand the po lie lee completely. 

Contlmed Revision 

No set of laws or policies are set in stone. Both change with the events 
of society and the school system. Thus, annual review and modification of the 
policy statements become necessary. This crituai task can be accomplished by 
asking the legal counsel to review the policies for maintenance of relevance to 
sexual -Health issues of the day. 

An example of how Important continued review becomes occurred at Pre- 
Cotlege Programs. When the policy statements were developed several years 
ago, AIDS ^as unknown to the general public. The Pre-College policies had to 
be modified to reflect procedures for handling this Sexually Transmitted 
Disease. 

CONCLUSION 

Dr. Lee Murphy, former Dean of the Model Secondary School for the Deaf and 
current Superintendent of the Indiana School for the Deaf has often remarked, 
"When you appear In court, the Judge asks you two questions. One, do you (the 
school) have a written policy and guidelines covering the issue In question. 
Second, the judge will ask If you (the school) followed the policy. if the 
school representative answers yes to the first question, the school is half 
way hon.e. If the answer is no to this question, the school faces a very dif- 
ficult legal situation." 
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Today It Is no longer nice to have policy statements about sexual -health 
Issues, It Is necessary. Although tnis process requires work and effort In 
development and Implementation, the pay off far outweighs the effort. 
Sexual-health policy statements provide protection and guidelines for the stu- 
dent, the school faculty/staff and parent. Each will gain In this unified 
approach to handling a difficult area of school responsibility. 
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PREVENTION OF ADOLESCENT SUICIDE 
IN THE DEAF POPULATION 



MARTHA SHERIDAN 



Innovat ive research descr ibed In this article shows 
that suicide attempts among deaf arfolescents have increased 
at an a I arm I ng rate. A prevent Ion package Inc lud I ng a film 
and manual designed specifically for deaf teenagers based 
on a h I gh I y successf u I prevent I on mode I i s descr I bed . 
Warning signs, Intervention techniques, and theories on the 
reasons behind todays adolescent suicide attempt rates are 
discussed. 

Shneldman n961) defines suicide as consciously thinking about killing 
oneself and the following deliberate action to end one's life. Suicide has 
been happening since people have lived on this earth. It occurs among all 
socioeconomic levels, races, religions, sexes, ages and nationalities. People 
who think about suicide express intense feelings of hopelessness, helpless- 
ness, and wor tnlessness and perceive themselves In an intolerable situation. 
It Is at this point that death seems to thsm to be the only way out. Adoles- 
cents often do not have the life experience to understand that situations 
which appear intolerable are most often only temporary and resoluble 
s i tuat Ions. 

Between 1964 and 1984, the adolescent suicide rate Increased three times 
or 300%. From 19^4 - 1984 it Increased two times or 200% (TIshler, 1981). As 
with other major social problems; drugs, alcohol, unwed pregnancy and running 
away, suicide occurs at an alarming rate. Madison reports that suicide is the 
number two killer of people between the ages of 10 and 24 In the United 
States. Suicide is aisc the most preventable death known. Education to all 
parts of the population on the early warning signals of suicide and inter- 
vention strategies, which Include community mental health resources, can 
reduce suicide rates among our teenagers a great deal. 
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A PREVENTION MODEL 



Madison (1978) says that one primary means of prevention Is a direct edu- 
cational campaign Identifying the signs, symptoms and Intervention techniques 
Involved In teenage suicide. Franklin County used to rank second In the state 
of Ohio for the number of deaths by suicide. To change that, a very strategic 
educational program was developed and presented to guidance counselors, school 
psychologists, nurses, school admin lstrator<;, teachers, parents and ado- 
lescents In the school systems. Attendance at most of these programs was man- 
dated by school officials. After 2 years of education to over 100,000 people, 
the suicide death rate for adolescents 19 years and younger decreased 73% 
throughout the county. The use of suicide hotlines and community mental 
health centers Increased over 100% for adolescents. Because of this program. 
Franklin County went from the second highest county In Ohio In death rate by 
su'clde to one of the lowest. 

Following three suicide attempts by deaf teenagers In Columbus, Ohio, a 
mul t l-disc Ipl Inary , multi-agency task force was formed to explore the rate of 
suicide among deaf teenagers and the training materials available for preven- 
tion of suicide In the deaf population. The task force Included both deaf and 
hearing members from Ohio School for the Deaf, the Columbus Public Schools 
Hearing-Impaired Program, Netcare Corporation, the Community Center for the 
Deaf and the Rehabilitation Services Commission. 

SUICIDE ATTEMPT RATE AMONG DEAF ADOLESCENTS 

The task force discovered that there was a void In research focusing on 
suicide and the deaf population. They also found that there were no education 
materials on suicide prevention and Intervention developed specifically for 
deaf adolescents. In 1982, the group conducted what we believe to be the 
first research on the rate of suicide among deaf adolescents. 

Surveys were sent to 125 residential and day schools and 71 mental health 
centers serving deaf clients across the country. Out of a total of 196 sur- 
veys sent, results from 100 returned surveys were compiled. 

The surveys requested Information on the following Items; 1) sex; 2) age 
grours; 3) school year; 4) suicide attempts; 5) deaths by suicide; 6) methods 
used; 7) geographical region of the country; 8) type of school; 9) school 
size; and 10) number of clients seen In mental health centers. 

Results from these preliminary surveys are depicted In Tables 1-4. 

As can be seen, the suicide attempt rate Is Increasing at a tremendous 
rate for this population. Results Indicated that the suicide attempt rate 
among deaf adolescents between the ages of 10-24 Increased well over 100% 
during ihe 5 year period of 1978-1982. The death rate was Incomplete due to 
the sources of Information being schools and mental health centers. Better 
sources for these statistics would have been either the county coroner's 
offices or the state health departments. 
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TABLE 1 

Reported Attempts by Deaf Males: 1978-1982 



MALES 



ERIC 



AGE 


•78 


'79 


'80 


'81 


'82 


no year 


5-9 




1 


1 


1 


1 




10-14 


6 


11 


34 


37 


39 




15-19 


10 


21 


31 


35 


33 


1 


20-2^ 


25 


21 


28 


33 


30 




subtotal 


41 


54 


94 


106 


103 


1 



TABLE 2 

Reported Attempts by Deaf Females: 1978-1982 
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TOTAL 



399 



FEMALES 














AGE 


•78 


•79 


'80 


'81 


'82 


no year 


5-9 














10-14 


1 


2 


11 


14 


19 




15-19 


14 


16 


26 


29 


51 


2 


20-24 


10 


11 


11 


18 


21 


TOTAL 


subtota 1 


25 


29 


48 


61 


91 


2 256 



TABLE 3 



Percent Increase Between '78- '79 and '82- '83 



Attempts 

10-14 years old 828% 

15-19 years old 350% 

20-24 years old 145% 



TABLE 4 
Methods — Attempts/Death 


TYPE 


SCHOOL 


M.H. CENTER 


O.D. 


38 


12 


Weapon (Gun) 


28 


9 


Jump 1 ng 


9 


2 


Hang 1 ng 


4 


2 


Auto Accident 


2 


0 


CO Poison ing 


0 


0 


Drown Ing 


0 


0 TOTAL 


Not spec 1 f 1 c 


5 


1 114 



Results of the survey show that the types of methods used were highly 
lethal. Males had a higher number of attempts than females. 

After completing the survey and studying the results, the Columbus Deaf 
Task Force came to the following conclusions: 

1) deaf teenagers have the same needs for suicide prevention 
materials as hearing teenagers dO; 

2) because the suicide attempt rate was on such an increase, most 
likely so was the death rate; 
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3) a suicide prevention program for deaf teens needed to be 
developed; and 

4) further research needs to occur to determine factors leading to 
such a high rate of attempts. 

Madison's (1978) theory of prevention Involving education of teenagers, 
their peers and significant others around the signs, symptoms and Intervention 
techniques was successful In reducing the suicide rate of hearing teenagers by 
73X In Franklin County. The task force, therefore; recommended that a similar 
program be devised for deaf teenagers. 

THE IIODEL REVISED; A FILM MP MANUAL FOR DEAF TEENS 

The task force recommended that a suicide prevention film and educational 
guide which focuses on the special needs of deaf adolescents using: a) 
American Sign Language; b) English captions, c) voice dubbing in English; and 
d) deaf actors/actresses be developed. 

Netcare Corporation, with the assistance of the task force and the Ohio 
State University Department of Photography and Cinema developed the film and 
educational manual. The film Is titled "A Better Way." It is a story about 
two suicidal deaf teenagers and the struggles they experience. One character, 
Debbie, succeeds In her suicide attempt; the other teenager, Mike, receives 
help and guidance which stops him from attempting suicide. The film teaches 
viewers to recognize the warning signs of suicide and educates them on where 
to go for help. Deaf and hearing actors and actresses are seen In the film 
using American Sign Language; voice dubbing has been added for the benefit of 
hearing and hard-of-hear Ing audience members. The task force Is now In the 
process of captioning the film. 

The film should never be shown without it's accompanying Instructional 
guide which provides the reader with all necessary Information on presenting 
the prevention program. Before beginning the program, the person responsible 
for presenting It Is encouraged to read several books on suicide from the 
bibliography In Chapter VI of the manual. It Is also Important for the pre- 
senter to view the film several times in advance to know the context and 
scenes that will be appearing. 

The film should be presented to sma 1 1 groups of teenagers. It Is Impor- 
tant to keep the groups small so all students will have an equal opportunity 
to express feelings and the presenter can monitor student responses. The film 
can provoke Intense feelings for the audience, particularly a teen who Is 
currently suicidal, has a friend or family member who Is suicidal, or has lost 
someone from suicide. The film should be shown ear!y In the week so teenagers 
will be able to process the film with professional support at school rather 
than wait over the weekend to do so. 

Two adults should be available during the presentation, thus one can be 
available to talk Individually with a student who Is showing discomfort. The 
following behavior symptoms of discomfort should be watched for: anger, 
crying, fear, withdrawal, f dgeting, and Ignoring *.he presentation. A coun- 
selor, social worker or psychologist fhould be available to see teens during 
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the weok of the presentation. Schools may provide a drop-In place for teens 
to meet during lunch or free time to olscuss feelings about the topic of 
suicide. These Impromptu groups should be facilitated by a qualified mental 
health professional. They are an excellent resource for teens at risk. 

The seven lesson plans In the manual are specifically designed In a 
sequential format. No component should be used In Isolation, but rather as a 
part of the total project, each activity building on the next. It remains at 
the Instructor's discretion to develop specific teaching strategies depending 
on the language level, educational background, cognitive abilities and social 
maturity of the audience. The facts will determine how much time Is needed 
for each lesson. Details on how to administer each lesson can be found In the 
manua I . 

WARNING SIGNS 

Approximately 75-80% of the people who die from suicide every year give 
Clear warning signals (Griffin, 1983). If we can recognize the warning sig- 
nals and learn Intervention techniques, many lives can be saved. 

There are four major types of warning signals Indicative of suicide poten- 
tial. In assessing suicidal lethality, it Is Important to look for a cluster 
of the warning signals rather than Just one signal In isolation. 

Sulcldoqenic Situation ; Here the situation Is the warning. This usually 
Involves a loss of some kind such as the loss of a significant other (parent, 
sweetheart, friends, pets), loss of a Job. self-esteem. Failure and sudden 
life changes (I.e.. teenage pregnane^, moving) can also be traumatic to ado- 
lescents. 

Depression : Although most suicidal people are depressed, not all 
depressed people are suicidal. Signs of depression Include changes In a per- 
son' s psychosocial and emotional state that may contribute to thoughts of 
suicide. This Includes changes In eating and sleeping habits, difficulty con- 
centrating, decline In school and/or work performance, neglecting personal 
appearance, truancy. Increase In drug and alcohol use, acting out behaviors, 
apathy, fearfulness and sadness. 

Talk About Suicide : Teenagers may often give verbal messages about 
suicide such as "I want to kill myself," "I wish I were dead," or "I won't be 
here tomorrow," or "Life Isn't worth It." 

Behavioral WarnI ngs : Behavioral warnings can Include previous suicide 
attempts, giving away prized possessions, withdrawal from normal activities, 
suicide notes found In poems or Journals, crying, vague somatic complaints, 
choosing suicide as a topic for a paper, drawings signifying death, and quick 
recoveries from severe depression (Glovacch In 1 , 1981). 

INTERVENTION STRATEGIES AND REFERRAL SOURCE 

Once warning signals are recognized. It Is Imperative to ask thu teen If 
they have ever thought of hurting themselves. Suicidal teenagers often may bo 



ERLC 



182 



Immobilized from getting help for themselves and are relieved when someone 
offers them the opportunity to talk about their feelings. Here are some 
suggestions for Interventions: 

1 . Oeve lop a sound re lat lonsh I p with the teenager by 1 1 sten i ng 
wl thout Judging. 

2. Assess the teenager's primary mode of communication and utilize 
that mode. If the mode Is sign language and you are not a 
fluent signer, use a qualified Interpreter. 

3. Don't assume the teenager understands what you are saying. Ask 
them to repeat what you have sa I d to c I ar I f y their 
understanding. 

4. Assess any Immediate risk for suicide by askini these questions: 

a. Have you ever thought abut hurting yourself? (Be sure to 
really listen to the answer.) 

b. Do you want to die? 

c. Do you have any plan on how to do this? (Does a plan exist?) 

d. When would you do this? (Is time specific?) 

e. What would you do? (Are details specified?) 

f. Wh^t method would you use? (How lethal Is It?) 

g. How available Is this to you? (How accessible It Is?) 

h. Who lives with you and when are tney home? 
I. What would keep you alive? 

5. Be confident and take control. 

6. Let the teen know this Is a "secret you can't keep." 

7. Do not act shocked or scared. 

8. Do not leave the teenag^^r alone ! 

9. Mobilize resources to keep the teenager from being alone. If 
possible, utilize resources that are fluent In the same form of 
communlcat Ion. 

10. Refer to a local community mental health agency that has compre- 
hensive services for hear ing- Impaired persons and follow up on 
that referral. If no such agency In your area exists, advocate 
for your area mental health agency to Initiate programs to serve 
the hear Ing- Impaired population. 

11. Help the teenager Identify personal resources and area mental 
health resources. Make sure the teenager knows how to contact 
these resources, and where these resources are located. 

B^ no means should the Intervenor assume total responsibility for the 
suicidal team. You are the first step to saving a life. Referral to a pro- 
fessional who Is highly skilled In dealing with this situation Is a must, 
involvement of as many people as possible Is mandatory to saving a life. 

WHY TODAY? 

For deaf adolescents, as with hearing teens, families are more mobile 
today. Deaf adolescents have more educational options than ever before and 
thus, many experience shifts In environment more than we have previously seen. 
Divorce rates are up and the rate of divorce among parents of handicapped 
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children is higher than that for the general population. Job opportunities 
are inore depressed than those for hearing teenagers. Due to general Increases 
In family mobility and fewer families with both parents at home, the avail- 
ability of support systems for adolescents has decreased. Problems In com- 
munication make accessibility to support systems even fewer for deaf 
adolescents. While there are not many good role models for adolescents today, 
deaf teens have even fewer adult role models. There are often very few deaf 
adults employed in schools and counseling centers, seen on T.V. or in movies. 

"A Better Way" Is available for distribution. Funding for the project was 
provided by the American Legion Child Welfare Foundation, Ross Laboratories, 
Ohio Bell Pioneers, The Columbus Foundation, The Society of the Deaf, The Ohio 
Department of lylental Health, Ohio Rehabilitation Services Commission and the 
Suburban Ministerial Association. 

For more Information contact Michael Repas, Project Coordinator, Community 
Center for the Deaf, 692 N. High Street, Columbus, Ohio 43215. 



'"J 99 



REFERENCES 



Giovacchlnl, P. (1983). Tne urge to die . New York: McMillan. 

Griffin, M., & Felsenthal, C. (1983). A cry for help . Garden City, NY: 
Doub I eday . 

Madison, A. (1978). Suicide and young people . New York: Clarion Books. 

Shneldman, E. S. (1967). Essays In self-destruction . New YorK: Science 
House, Inc. 

Shneldrr.an, E. S. , & Farberow, n. L. (1961). The cry f r^r help . New York: 
McGraw-HI 1 1 Book (kKnpany. 

Tishler, C. L. (1981, Sumner). Adolescent suicide attempts>: Some significant 
factors. Suicide and Life Threatening Behavior , Vol. II. 

This material has been selected from "Better Way," A Suicide Prevention 
Program for Deaf Adolescents and Adults (In press) and Is presented here with 
permission of the authors from The Adolescent Suicide Prevention for the Deaf 
Task Force; Columbus, Ohio, (see Appendix). 



185 



20'J 



APPENDIX 



"A BETTER WAY" 

A SUICIDE PREVENTION PROGRAM FOR DEAF ADOLESCENTS AND ADULTS 

Developed by 

Michael Repas» 
Task Force Chajj^man 
Center D I rector » Comminlty Center for the Deaf 

Jack Brown ley 
Supervlsor/Pr Inclpal » 
Columbus Hearing- Impaired Program 

Frank Gattas 
Rehabilitation Specialist 

Jody Avers 
Nursing Supervisor^ 
Ohio School for the Deaf 

Michael Weber 
School Psychologist 
Ohio School for the Deaf 

Terry Becker-Fritz 
CI Inlcal Special 1st 
Children Adolescent Suicide 

Gertrude Rasor 
Administrative Assistant 
Netcare Corporation 

Kenneth L. Aldrlch 
Teacher, 3hlo School for the Deaf 

Martha Sheridan 
Supervisor, Clinical Services 
Community Center for the Deaf 

Charles Owen 1 1 1 
Teacher, Ohio School for t le Deaf 

Herbert Doherty 
Media Specialist, Educational Media Center 
Education & T^^alnlng Services, ODMH 



ERLC 



186 



:0i 



SUICIDE INTERVENTION WITH 
HEARING- IMPAIRED ADOLESCENTS 



A. BARRY CRITCHFIELD 
FREDERIC MORRISON 
WILLIAM M. QUINN 



Tne subject of adolescent suicide has been thoroughly 
covered In the general mental health literature, but little 
Is available related specifically to the subject of ado- 
lescent suicide In the deaf pop latlon. A review of the 
general literature Is provided, highlighting those areas In 
which particular application may be made In dealing with 
hear I ng-lmpa I red adolescents. A summary Is presented of 
unique dynamics and factors which apply to hear I ng-lmpa I red 
adolescen*-^, and which helping professionals should keep In 
m I nd In woric I ng with sever e I y depressed ado I escents . A 
survey of programs serving hear I ng-lmpa I red adolescents was 
conducted, and results Indicate that deaf youth are closely 
following the trends In the general population In terms of 
the numbers and severity of suicidal Incidents. Particular 
attention Is given to factors and conditions which are 
unique among deaf adolescents. A model for Interventions 
is offered, with specific techniques which may be used in 
dealing with suicidal adolescents who are deaf. The model 
developed at the California School for the Deaf In Fremont 
is presented as an example of an intervention method which 
Is successful in providing both crisis management and on- 
go' ig therapy tor this population of young people. 

For the purposes of this paper, suicidal behavior is defined as including 
any self-abusive act or verbalization of suicidal intent. 

Adolescence is a period of transition, it involves the process of letting 
go of one stage of life, thai of childhood, and entering the next stage— 
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adulthood. One of the primary tasks of adolescence Is separat Ion— the 
entering of a "new life." when a child Is born, parents pass through a time 
of Intense pain. For the mother, this pain Is much more physical, and for the 
father this pain tends to be more emotional and mental. If we can view the 
period of adolescence as the oerlod of "birth Into adulthood," we better 
understand some of the painful experiences through which both parents and 
teenagers pass. 

For the adolescent, roles and expectations are often very unclear. 
Sometimes the young person is expected to assume adult roles and respon- 
sibilities, with such tasks as finding a part-time job, accepting more respon- 
sibility at home, or behaving with peers like "an adult." At other times the 
adolescent Is treated very much like a child. Roberts (1975), in Self- 
Destructive Behavior states, "The Individual becomes uncertain of the 
appropriate behavior expected of him/her and experiences a state of anomic 
normlessness, an unbridgeable gap oetween aspirations and achievements where 
Individual passions are out of control" (p. 27). 

An additional factor that enters in at this particular time of development 
Is that of alienation. In the past, adolescents had an extensive support 
system consisting of relatively warm, caring families, stable school environ- 
ments, and trusting adults. Today's teenagers, however, are maturing In a 
state of relative fear, faclnp experiences such as family breakups, 
overcrowded schools and uncertainties about the future and their role in It. 
They visualize an adult world that Is often characterized as being abusive, 
n.^n-caring, and In general undesirable. This alienation tenos to breed a lack 
of trust within me child (Coals, 1983). Combine this societal sense of 
alienation with that which 's already Inherent within the hear I ng- Impaired 
child being reared by parents with whom he or she cannot communicate and In a 
world In which communication and language are essential to success by any 
measure—and the situation becomes even more threatening. (However, in some 
ways the lack of language experienced by hear I ng- Impaired children may 
actually shield them from the flood of negative and frightening information 
with which the rest of society Is constantly deluged). 

The issue of locus of control, and the concomitant helplessness and hope- 
lessness that characterizes the person who views his or her life as being 
controlled from an external locus, has been identified as a significant 
contributor to suicidal behavior in adolescents In general (Berkovltz 1981- 
Davis, 1983). 

A search of the literature revealed very comprehensive Information 
regarding adolescent suicide in general, but none concerning suicidal behavior 
atpong deaf adolescents. The aim of our work Is Intervention with deaf ado- 
lescents experiencing suicidal concerns. It Is felt to be reasonable that the 
same factors which differentiate deaf youngsters from their hearing peers In 
other areas of behavior (communication and linguistic Impairments, sociali- 
zation deficits, isolation within their homes and communities, frequent 
separation from family for educational purposes) might likewise Impact upon 
the tendency of those young people towards self- Injurious actions. 
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CAUSAL FACTORS IN ADOLESCENT SUICIDE 



The most cornmonly observed characteristic in sulcidai youth Is Intense 
depression . Depression can be manifest In many ways Incliding mood swings, 
sleep disturbances, fatigue and loss of energy, changes In appetite, decline 
in academic performance, and withdrawal from peers and extracurricular activ- 
ities (Glaser, 1967; Petzel and Riddle, 1981). 

Another frequently observed characteristic In suicidal youth Is that of 
the "loner." During adolescence, the establishment and maintenance of signif- 
icant friendships, both with members of the same d>*i opposite sex Is critical 
for normal development. Those young people who fall to develop significant 
close relationships often demonstrate signs of suicidal behavior (Madison, 
1978). The implication for a hearing-Impaired adolescent is clear. If the 
deaf youngster lives in an 'Environment In which he is unable to participate 
freely due to a communication difficulty, his pote.tlai for developing loneli- 
ness and Isolation is very great. A critical requirement for a hearing- 
impaired youth is to develop and maintain friendships, particularly In groups 
whore they participate as equal members and not as "special" persons. A 
hear ing-impa 1 red peer group becomes, therefore, very Important. 

Alcohol and drug abuse have also been identified as significant factors In 
teenage suicide. Substance abuse is often used as a defense mechanism to com- 
bat depression. While such substances do not inevitably lead to suicide, they 
have the effect of leading to a loss of control o^er suicidal impulses 
(Dorpat, 1975). A number of destructive behaviors are also evident during the 
aaoiescent years, such as repeatedly driving while intoxicated, heavy alcohol 
and drug abuse, and wMlfai disregard for safety factors (Sar tore ,1976; 
Nielsen, 1983). These activities can be considered, marginally sulcidai, 
although death resulting from them is seldom classified as such. 

A lack of significant communication within the family has been repeatedly 
identified as a factor in suicidal ideation (Houseman, 1981). Particularly, 
a lack of empathic communication between mother and daughter has been shown to 
l&ad to suicidal conduct. Again, the implications for hear ing-lmpa 1 red 
children are obvious. 

Stress continues to be a dominant characteristic of today's youth. High 
expectations and striving fcr excellence in school, athletics, or extracur- 
ricular areas may create an unusual amount of stress. These pressures, some- 
times coupled with unrecognized learning disabilities may also be a factors In 
a significant percentage of adolescent suicide attempts (Kenney, 1979). 

Family factors also play an important part in adolescent suicidal behav- 
ior. The American family has been in a state of radical change during the 
past 25-30 years. Fami I ies spi it apart by divorce, single parent fami 1 ies 
and/or female-headed households are becoming very common. Family disruptions 
and disintegrations play a significant part in teenage suicide. Lit, Cuskey, 
and Rudd (1983) noted that in 43% of cases reviewed, a family argument 
occurred prior to a suicide attempt, in those families where the possibility 
of divorce or separation was openly discussed, there was found to be signifi- 
cantly higher rate of teenage suicide attempts. 
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New parenting styles in use with growing frequency are changing old pat- 
terns of child rearing. The trend toward devaluation of the family together 
with an Increased absence of Intimacy and affection, has been Identified as a 
sitjniflcant causal factor In many Instances of suicidal conduct. Institu- 
tional environments in particular have been shown to have a chronic and 
lasting influence on the children reared therein. It Is critical for residen- 
tial school programs to provide the most supportive and Intimate environment 
possible, for their hearing-Impaired children. Based on this brief literature 
review, a summatlve listing the causal factors which may Impact on the ten- 
dency of deaf adolescents towards self-Injurious actions Is Included In Table 
1 . 

TABLE 1 

Sulcldai Factors Which May Be Related to Deafness 



1 . 


Acceptance of self; self-image. 


2. 


Separation (parent and child). 


3. 


Unclear roles and expectations; few role models. 


4. 


Alienation from family and peers. 


5. 


External locus of control. 


6. 


"Loner" adolescent; rejected by peers and significant adults. 


7. 


Institutional environment; need for intimacy. 


8. 


Lack of support systems (family, church, groups). 


9. 


Family disruptions, breakups, single-parent families. 


10. 


Lack of communication, especially between mother and daughter. 



STATISTICAL TRENDS 



Currently, suicide Is rated second—tlecJ with hom I c I de~among leading 
causes of death during the adolescent years. Only accidents cause more deaths 
In this population group. More startling than this fact, however, is the dra- 
matic Increase In adolescent suicide over the past 30 years. Between i960 and 
1980, the suicide rate rose from 5.2 to 12.3 per hundred thousand In this age 
group, representing a 136X Increase (Burman 1984). 

A note of qualification needs to be made when quoting suicide figures In 
the ado I scent population. A large number of suicides may not be reported, and 
It Is unclear how many deaths that are labeled as accidents or homicides are 
In fact a result of self-abusive behavior In adolescents. Law enforcement 
agencies have reported that p^-ental pressure for confidentiality often affect 
what Is recorded In cases of suicidal adolescent death (Porkorny, 1975). 

While suicide-related deaths are a significant statistic. It has been 
reported that for every completed suicide there are between 50 and 150 suicide 
attempts (Mclntire, Angel, Wickoff, & Schllcht, 1977). Indeed, one of the 
frequent antecedents of a completed suicide Is previous suicidal behavior. 

Girls are Involved In suicide-related behavior far more frequently tnan 
boys; however, boys are far more likely to be successful In their suicide 
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attempts. Reasons for this may be numerous, but the methods employed are a 
significant factor. Girls mere often use methods that are likely to result In 
intercession by a third party, such as overdosing on pills and wrist slashing. 
Boys tend to use much fatal means, such as guns, ropes, or automobiles. 

To provide a base from which to examine the Issue of suicidal and self- 
abusive behavior among deaf adolescents, a survey of schools and programs for 
deaf students was undertaken. One hundred fifty-three questionnaires were 
sent to programs through out the country. These programs fell Into two main 
categor les: 

1. Any pre-college program having at least 100 deaf students, at 
least some of whom were high school stuaents. 

2. A geographically balanced selection of larger postsecondary 
proarams for deaf students. 

initial ly, a total of 92 survey questionnaires were returned (61%), of 
which 45% came from "deaf only programs," 31% from combined deaf /hearing 
(secondary) programs, and 24% from postsecondary programs. A total of 
12,130 hear I ng- Impaired students are served In the programs that responded, of 
which 8,020 were of Junior high school age or above. Approximately 30% of 
these students were malnstreamed for at least part of the school day. Forty- 
five percent of the students were residential and 55% were day students. 

Preliminary results of the survey Indicate that suicidal behavior is 
indeed a concern among programs serving deaf students. Table 2 Indicates that 
within the past twelve months, 134 of the students (1.7%) had made a suicidal 
attempt or gesture. Three hundred of the students (3.7%) had verbalized 
suicidal Ideation to another person. Sixty-nine of the students (.86%) had 
been hospitalized during the past year for a suicidal or depressive episode. 
Within the data reported to us, no completed suicides occurred within the past 
twe I ve months. 

A more In-depth treatment of these data will be presented In a subsequent 
article, once the final tabulations are completed. The Interested reader Is 
directed to future publications on this topic. 

The major finding of this study Is that educators consider suicidal behav- 
ior among hear Ing-lmpa I red students to be a significant concern. Taking all 
reported forms of this behavior together, a total of 503 Incidents of such 
behavior were noted among the 8,020 students Included in this study, repre- 
senting the past year alone. 

Sixty-two of the 92 programs (68%) reported having no established policy 
for dealing with suicidal behavior among stuoents. Less than one-quarter 
(21%) repo dd an established policy (not necessarily written) to guide inter- 
vention with suicidal students. 

ADDRESSING SUICIDAL BEHAVIOR IN " HE SCHOOL SETTING 

The first step In resolving a problem Is the acknowledgement that a 
problem exists. A recent newspaper article compared the responses between two 
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TABLE 2 

Number of Sulci de-Re I atad Incidents Reported 





1 DEAF STUDENTS 
1 ONLY 


1 COMBINED 
1 DEAF/HEARING 


POST 1 
SECONDARY | 


TOTAL 




1 n-41 Programs 
1 4725 Students 


1 n-28 Programs 
1 1818 Students 


n-23 Programs | 
1452 Students I 


n-92 

7995 


ATTEMPTS/ 
GESTURES 


1 102 


1 16 


16 1 


134 


VERBAL 1 ZE 


1 216 


1 49 


35 1 


300 


HOSPITALIZE 


1 48 


1 11 


10 1 


69 


STAFF 

EXPERIENCE 
(x-2.5) 


1 2.54 


1 1.91 


2.48 1 


2.33 


STAFF 

TRAINING 

(x-2.5) 


1 2.51 


1 2 . 34 


2.48 1 


2.45 



high schools following suicides among their students. At one of the schools, 
the administration chose to Ignore and even cover up the fact that a student 
had committed suicide. This school experienced three more suicides among Its 
student population within a period of six months. At the other school, where 
an Immediate suicide awareness and prevention program was Initiated In coop- 
eration with mental health professionals, the single suicide was an Isolated 
event; no aditlonal suicides occurred within a three-year period. 

Today there are great pressures, particularly on residential schools and 
programs for deaf students, to project and maintain the most positive public 
Image possible. Indeed, every negative aspect of these programs seems to be 
scrutinized and openly displayed In the news media. Consequently, administra- 
tors may be tempted to hide problems from the public limelight. In an attempt 
to portray the most positive Image poss ble to parents, legislators, and to 
the community as a whole. Nevertheless, research has demonstrated that where 
problems are overlooked or concealed, they tend to recur with Increasing fre- 
quency and severity. 

Curricula need to be developed to address the needs of three specific 
groups — adolescents, parents, and professionals as they relate to suicidal 
conduct among hear Ing-lmpa Ired adolescents. Each group has Its own particular 
needs, concerns, and point of view. Programs need to deal with the Issues of 
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prevention techniques, coping skills, and communication development. Addi- 
tionally, professionals, parents, and peers need to be alerted to the danger 
signs that nearly always appear prior to suicidal conduct In adolescents. 

The Intervention program In use at the California School for the Deaf In 
Fremont Is described In the following sections of this paper. 

CSDF SUICIDE INTERVENTION MODEL 

The suicide Intervention model described In this section has evolved from 
and continues to be modified by experiences with sulcldil students at the 
California School for the Deaf at Fremont (CSDF). Current practices and con- 
tinuing efforts to upgrade the quality of suicide Intervention at CSDF are 
presented below In three sections: the system — Intervention by the school and 
community; screening suicide potential — Including a diagnostic checklist for 
use by clinical staff; and longer term treatment. 

THE SYSTEM 

Effective suicide Intervention In ar. educational setting must Involve the 
whole school. It depends on the staff's ability to recognize and respond 
appropriately to suicidal behavior. Cottage, school and health service staff 
are often the first to detect suicidal behavior. Everyone In the system Is 
Important, but particularly critical are the residential staff who are In 
direct contact with the students after school hours. 

Residential and health service staff must know how to Interact with stu- 
dents who display suicidal behavior, be comfortable talking openly with stu- 
dents about suicide, and know how to initiate hospitalization In emergencies. 
All staff need to be able to recognize warning signs and to know how and where 
to refer students for further assistance. 

Students, too, are a part of the system. Adolescents striving for inde- 
pendence often confide more in friends than in parents or school staff. Peers 
need to be encouraged to Inform adults when they know of a friend who might be 
suicidal. The suicide note in Figure 1 was written by a student to other 
girls In her cottage. Fortunately, the students understood what the girl was 
trying to say and passed the note to the cottage counselors, who in turn 
referred the girl to a guidance counselor. 

FIGURE 1 

Suicide Note from a Residential School Student 



Dear Girls, 

I will be bird (white) in Heaven God and peaceful 1 miss you youre 
are friend so long. 1 know you care of me so long time. 

Goodbye 

Class of '87 
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When suicidal behavior Is observed, the case Is referred to the Counseling 
Department. Details on the guidance counselor's Intervention with suicidal 
students Is covered In the section entitled "Suicide Potential Screening", in 
addition to working individually with students, counselors also consult on 
cases to assist staff and outside agencies; and assist in training of 
"none I in leal" staff. 

In a training guide and videotape developed at CSDF to help train 
"nonclinical" staff in responding to suicidal students. Pollard (1986) 
stresses involvement, listening and networking. 

Involve Yourself . Staff are taught that their training has given 
them skills to save lives; that they are qualified to discuss the 
topic of suicide and cannot inadvertently "give someone the idea" to 
suicide. Many times It's a relief to the suicidal student to have 
his concerns out In the open. Suicide loses some of its power when 
It's no longer a secret. 

Listen, real ly 1 isten . Staff try to get as much information from the 
student as possible, it is helpful to discuss problems, feelings of 
hopefulness, and the suicide plan itself. This information is vital 
to mental health workers who become involved later on. 

Network ing . Every support and resource person who is mobilized for 
the suicidal person offers one more level of help and safety to bene- 
fit the student. Family, lends, staff, and professional mental 
health workers are fully Informed. Suicidal Ideas are not secrets 
worth keeping! 

The "decision tree" in Figure 2 outlines procedures and steps the residen- 
tial staff are trained to take when suicidal behavior is noticed. Under the 
Intervention stage of the decision tree are six areas that include some common 
signs of suicide. Details about stress, history, the plan, and resources are 
Included In the section entitled "Screening Suicide Potential." The staff are 
also trained to note specific verbal and behavioral signs. 

Verbal signs of suicidal Intent include direct threats as well as more 
vague "disguised" statements. Less direct verbal signs are statements like "1 
won't be around much longer." "Someday you'll be sorry about this," or "I'd be 
better off dead." Any threat of suicide should be considered a serious 
warning sign. The staff should not try to decide if the student "really means 
It." 

Behavioral signs include indications of depression such as sadness, sleep 
or eating problems, crying, social withdrawal and nood swings. A more obvious 
wa ning sign would be giving away favorite things to friends. Drug or alcohol 
usw always Increases the level of dangerousness. 

The local hospital is also an Important part of the system. The hospital 
used by CSDF has a we 1 1 earned reputat ion for good med 1 ca 1 care ; and the 
people on the "pscyh ward" are well qualified, but they have little experience 
with deaf people. There are still problems when a student is kept for more 
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FIGURE 2 



Decision Tree Outlining Procedures for School Staff 
to take When Suicidal Behavior is Noted 
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than a few hours, as the hospital must then take responsibility for Inter- 
preting services. The guidance counselor should not have to as an 
Interpreter. Instead s/he can help coordinate or provide follow-up treatment 
upon release. Additionally, as they serve as an Intervention resource, the 
awareness of the hospital administration and staff continues to Increase. 

An alternative to hospitalization Is the use of the CSDF Health Services 
Facility. It serves as a quiet place for the student to stay, under close 
supervision, during shori-term crisis periods. 

A final comme.it about the system. Schools cannot be all things to all 
people but they can strive for an atmosphere focused on preventive mental 
health. At CSDF, pat Id pat Ion Is encouraged In extracurricular and community 
activities as a deterrent to withdrawal and Isolation. An attempt Is made to 
build Involvement and coironltment to society. For example, the Involvement of 
some students In the Statue of Liberty fund-raising seemed to add a sense of 
value to their lives. Too often programs for deaf students "do for" 
youngsters, rather than teaching students to "do with" others. 

The next section explores more In-depth what happens after referral Is 
made to the guidance counselor(s) . 

SUICIDE POTENTIAL SCREENING 

The checklist Included In Appendix A was designed to assist the guidance 
counselor when evaluating a student referred for suicidal tehavlor. It serves 
four basic funct lons: 

1. To evaluate current lethality 

2. To guide crisis Intervention 

3. To act .»s a catalyst for the beginning of a therapeutic process 

4. To guide follow-up treatment 

No scale can really measure suicidal risk, and it would be dangerous to 
expect a concluding Judgment from this or any other diagnostic screening 
device. Since lethality Is a subjective Judgment, individual Items on the 
checklist are not given numerical weight. This checklist does however, help 
the clinician focus on the areas that are known to contribute to suicidal 
risk. Age statistics are not Included because it is designed specifically for 
CSDF's adolescent population, nor is sex of the student requested on the form 
although gender differences exist in suicidal behavior. 

Guidelines for using the checklist are presented below In order to 
describe the different parts of the Suicide Potential Screening checklist and 
how to complete it. it can be filled out with the client or it can be studied 
before and filled out as a follow-up to a counseling session. 

The "Primary Case Manager" designation, listed at the top of the form. Is 
usually the counselor but sometimes is an outside professional. Most often 
the person filling out the checklist ("the Evaluator") is the primary case 
manager. Description of behavior that precipitated the referral should be 
brief and to the point, hence only limited space is provided. Examples from 
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our files Include the following: "attached note was given to . . ." or 
"counselor overheard student tell her friend she wanted to die" or "found 
scratch marks on arm near wrist. When asked, the student said he was trying 
to kill himself." Figure 3 represents a note that prompted a referral to a 
guidance counselor at CSDF. Discussing this precipitating behavior with the 
suicidal student Is often a good way to start the Interview, for example, "I 
want to talk to you because you told John you wanted to kll I yourself." 

FIGURE 3 

Suicide Note From a Residential School Student 



November 20, 1985 

Dear J 



I think that I am boring person. I wish my mother can come here and 
visit me. Because she did not coming here for many times. She went 
here for once times. All of my life, it Is my fault everything all 
the time. Please tell me wii-^n Is your birthday? i always have alot 
bad mood. I should be change this way. But maybe will not be happy. 
If unless my mother Is doing find and happy. So I wl I I be very happy 
with her. I am beginning give up myself. Because I would not eager 
by not. Sometimes night I am crying. Because my mind Is still 
bothering about something. When you are leaving her and I am feeling 
want more close with you. You are very wonderful. Last night I was 
trying to take medicine and shallow It. 

Love, 



Affirmative answers Indicate a higher risk except for the last category 
(e.g., V. SUPPORT SYSTEM). A "yes" to that category means that the student 
feels some support and usually Includes a reduced risk of suicide. Even Inde- 
termlnant responses on the checklist provide valuable Information, since they 
would Indicate what additional Information Is needed about the case before 
treatment decisions can be made: 

I . The Plan ; The su I c I de p I an Is cr 1 1 1 ca I In determ I n I ng current 
lethality. Get details about the students' suicidal Ideas. Does he have a 
plan to kill himself or does he Just think about "being dead?" The presence 
of a plan signals greater danger. If there Is a plan, what are the details? 
HOW will the student kill himself—jumping, pills, a knife, a gun, starvation? 
Th I nk about how "dangerous" his pi ans I s , and I f he has access to the 
materials he plans to use. Answers to these questions signal the difference 
between an acute emergency that requires Immediate action, and a less 
dangerous situation that allows for ongoing counseling. The more dangerous 
(lethal) the method and the more easily It can be accomplished, the more 
quickly one must act. One of the first questions the evaluator should ask Is 
"If you kill yourself, how will you do It? When? Where?" A student may not 
Initially disclose this Information, but willingness to talk openly about It 
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can help. It ts a myth that suicide Ideas can be planted In a person's mind. 
Talk openly about death and dying, and what It means to the student. 

After the question, "Verbalization of suicide Ideas?" (number 4), there is 
space to note down the student's verbalized suicidal Ideas. This question can 
Initiate a discussion about the realistic aspects of the student's suicidal 
fantasies. For example, youngsters frequently carry the mistaken notion that 
they will be able to see, feel and react to people after completing a suicide. 

II. Stress ; So'netlmes no plan exists, or the plan considered Is neither 
dangerous nor realistic. The episode may, however, signal an elevated level 
of stress In the youngster's life. Young people suffer a great deal of stress 
which can lead to suicidal Intent. Besides the stress of Just growing up, 
other stressors to watch for are: parental divorce, breakup with a boyfriend 
or gl r If r lend, academic fa I lure, peer re I at lonsh Ip problems or reject Ion , 
ph. ^ lea I problems, deaths of friends or family, transfer to a new school, 
friends transferring or graduating, and Increased responsibilities such as a 
school play, sports, or graduation. 

If stress Is great but the student Is not otherwise at risk, then shorter 
term counseling, problem solving sessions, or some help with decision making 
skills may be a sufficient Intervention. Because of the suicidal question 
tnere may be tendency to forget good clinical Judgment and try to solve a 
student's stress without first finding out where he Is coming from, what he 
has tried, and how he precelves his situation. 

III. Signs of Depression ; This form Is not designed to make a formal (DSM 
III) diagnosis of depression nor does It ask If such a diagnosis has been 
made. The questions here are designed to Indicate If enough depression exists 
to prompt concern. 

Adolescent cries for help often appear In the form of rebellion. If that 
rebellion does not succeed, withdrawal often follows. Ineffective symbolic 
withdrawal may give way to physical withdrawal such as running away or 
suicide. The symptomatic progression of rebelling, withdrawing, and running 
away Is a significant indicator of suicidal risk. Therefore question #25, 
"Has there been a progression of #33, 34, 357" Is asked. 

IV. History ; Historical factors can add to suicide risk In a variety of 
ways. Issues such as lack of acceptance of deafness, family difficulties, and 
additional disabilities compound the treatment needs of suicidal students and 
may dictate a different course of therapy. Particularly potent In our exper- 
ience Is the Issue of learning disabilities (L.D.). Often the educational 
program for deaf students focuses only on the deafness and the L.D. problem 
can "slip through the cracks" or be Ignored. Learning d I sab I I It les are 
stressful enough. When compounded with deafness, they may become even more 
stressful If they are not addressed. 

Items which add significantly to suicide risk In the adolescent's history 
are #27, "Previous suicide attempt", #28, "Previous suicide threats/verbali- 
zations", and a combination of #35, "Long history of problems," and #36, 
"Recent period of escalation of problems". The more frequently someone 
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attempts or plans suicide, the more likely It Is that they will someday 
"succeed." 

V. Support Systems : The key here Is to assess support systems from the 
student's point of view. This helps both to determine present danger and to 
Identify potential sources of support that may already exist but are not per- 
ceived as such by the student. It Is not enough to determine that the student 
at the present time will not kill himself. The counselor and student must 
also mobilize resources to reduce the threat of future suicide and to replace 
suicide as an escape method with other coping skills. 

Even when a student Is hospitalized, he routinely returns to school at 
some later date, thereby requiring supports to be In place to help him back to 
normal functioning. Generally, the more supports a student has (caring 
family, counselors, teachers, close friends, teammates, relatives, club mem 
bers, etc.) the better are his or her chances of coming through a crisis suc- 
cessfully. To be helpful, however, these resources must be Identified and 
used. 

VI. Plan of Act Ion : The purpose of the plan of action Is to formalize 
the next steps to be taken by the student and the evaluator and to make sure 
that the commitment fits the seriousness of the situation. 

The more serious the risk, the more Inrntedlate and concrete Is the commit- 
ment required. Often this takes the form of a contract between the evaluator 
and student. Some examples are: 

" I promise not to hurt myself before our appointment tomorrow at one 
o'clock." Sign and date. 

"If I feel like hurting myseSf I promise I will talk to you first 
before doing anything." Sign and date. 

"I will talk to my cottage counselor tonight at (a potentially lonely 
time)." Sign and date. 

One student at CSDF was ready to Jump off a high wall i/hen his counselor 
reminded him of his contract not to hurt himself. He Immediately got down and 
said, "Sorry, I forgot about that." Not all cases are that easy, but It is 
not uncommon for the contract — the promise—to become more Important than the 
student 's own 1 1 fe. 

Another technique that worked with a higher functioning student who had a 
good sense of caring for other children Is as follows. She had been a par- 
ent I fled child and all her sense of worth was caring for others, but life was 
not worth living for herself and she was a high suicide risk. The counselor 
described a little girl to her In detail, as he Imagined the student to have 
been as a little girl. He then asked If she would not do him a big favor and 
take care of that girl for one day because harm might come to that little girl 
since she was not able to protect herself at this time. The counselor needed 
a reliable babysitter and wanted her to do It for him. She promised she would 
do a good job! Then he named the girl (the real girl's name) and had her 
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Imagine opening herself up and letting the little girl crawl Inside of her. 
Not all deaf students can Imagine as abstractly, but sign language helps make 
It a vivid picture. She did not try to hurt herself at that time (as she had 
In the past), and the little girl Inside was referred to often In future 
therapy sessions. 

Once In a while a student needs to be hospitalized. Hospitalization can 
be a constructive experience since It teaches that life Is not to be casually 
Jeopardized and that threats will be taken seriously. In our experience this 
lesson has outweighed the potential problem of "rewarding" a student with 
attention for his suicidal behavior. Given the choice, we'd prefer to 
hoslptalize a student "too soon,'* than to err and hospitalize too late. 

At Its end, the suicide screening form asks for parent contact, a critical 
component sometimes forgotten In school settings If the student Is not a 
behavior problem. It also lequlres colleague review. Such review Is not for 
supervisory purposes. Rather, It Involves another professional In the case so 
the suicide burden Is shared and professional decisions enhanced. 

LONGER TERM TREATMENT 

Therapeutic treatment of the suicidal deaf adolescent often begins In 
times of crisis. Once the crisis has subsided, longer term treatment must be 
cons I dared. 

The therapeutic process might proceed through the following overlapping 
phases (Motto, 1985): 

I. Establish a relationship. It should be dependency-tolerant and 
non-threatening. 

II. Stimulate emotional growth. Encourage self-sufficiency without 
stirring fears of abandonment. 

III. Diminish dependency gradually, at a pace consistent with the 
young person's maturation. 

"The most Important tool In the prevention of suicide Is the establishment 
of a meaningful relationship ..." (Wesseluls, 1973). Human connections 
save lives. The therapist can be a life line to the client, but he needs to 
be willing to be Involved and to make a commitment. If the therapist cannot 
make the commitment, a referral should be made. 

As the therapist begins to build a post-crises relationship s/he should 
deal with the student's stress by focusing on the specific current problems, 
and try to determine how serious the problems are felt. For example, a "C" 
versus an "A" In math may be serious matter to a high achieving student. 

Attending skills become more critical with a suicidal client: 

- Show warmth . 

- Be genuine and vulnerable. 
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- Maintain eye contact (except perhaps for Asians). 

- Maintain a low» respectable non-threatening posture. 

At the same time It Is equally critical to have ethical strength: 

- Know your I Imlts. 

- Be direct — straightforward. 

- Require respectful treatment. 

- Don't be blackmailed; that Is don't be manipulated by threats of 
suicide. 

- Never malce a promise you can't Iceep, for example, "Don't worry, 
you'll get better grades." Resassurance Is phony, since the stu- 
dent Icnows everything Is not olcay. 

The next objective of the therapist Is to stimulate emotional growth In 
the adolescent. Deaf children often lacic the validating self-growth exper- 
iences Important to normal development* Compounding this low self-image in 
suicidal youth Is a sense of hopelessness. 

The counse lor /therapist needs to Iceep In mind that a person's self-concept 
is hard to change, especially when the student's response to a therapist's 
positive feedbacic Is the Inner reaction: "If you really Icnew me you'd Icnow 
I'm a lousy person." The counselor must deal with the client's disbelief In 
himself by helping him gain Internal control over his life and master the 
external things he Is able to control. 

Ado I scents cannot tell the difference between themselves and their 
problems. By externalizing the problems and clarifying the difference between 
facts and emotions, the therapist can separate ':he problem from the person. 

As the therapist Is stimulating emotional growth he needs to start incor- 
porating the last objective — to diminish dependency and gradually Instlli 
control within the student. The student must be encouraged to develop coping 
and declslon-maicing sicl I Is, and begin to accept responsibility at a level 
fitting his sicl I Is. Role-playing situations such as dealing with teasing from 
other students can be helpful. The focus should be on attempts, not outcomes. 
"You did Ignore his tease. Great! You handled It fantastically even though he 
Icept teasing you." 

Overprotect ion often occurs with disabled children, malcing the separatlon- 
Ind I viduat Ion process more difficult. The therapist can help clarify roles 
and expectations by encouraging the natural adolescent/parent separation. By 
looicing for the love and caring In familial relationships, he can help both 
parents and student to express It. If the family Is too resistant to change, 
then he must help the adolescent accept things as they are and focus on those 
areas the adolescent can change In himself. 

Suicidal behavior Is a cry for help, yet there Is a segment of this popula- 
tion that resists treatment. It may be from lacIc of trust of adults or 
anyone — whatever the reason, one should reach out. One such student refused 
to come for counseling but showed many o' the warning signs of suicide. After 
numerous rejections of staff offers of help the guidance counselor finally 



201 



sent the letter shown In Figure 4. It later came out the student had made 
serious plans to kill herself and had followed her mother's request not to go 
to counseling for fear of family secrets being exposed (which Included physi- 
cal abuse). 

Finally and critically, the therapist must take care of himself. If his 
stress level causes him to become Ineffective, he could be dangerous. A com- 
petent, confident manner by the heraplst In dealing with a suicidal student 
will promote similar feelings In the student. On the other hand, a depressed 
therapist can be lethal I 

Counter transference can be strong and a therapist needs to know when It 
occurs. HIS own denial of death or feelings about death can easily surface 
when working with a suicidal student. The counselor needs his own support 
system too. 

SUMMARY 

The deaf suicidal adolescent has been discussed from several deferent 
perspectives. Statistical trends In suicidal behavior, causal factors of 
suicide that may apply more significantly to the deaf population, and a pilot 
study of educational programs serving deaf students have been described. 
Finally, the suicide Intervention model at CSDF has been described. 

The CSDF Intervention model Included systemic Interventions, a diagnostic 
checklist for screening suicide potential, and longer term treatment. The 
system components Included the school staff — guidance counselors, cottage 
counselors, health service staff, teachers and administrators; students; and 
co;nmunity agencies. Successful Intervention Involves networking and 
developing awareness of warning signs of suicide. 

A tool for preliminary assesment of suicide risk Is offered. It Is spe- 
cifically designed for the guidance counselor to evaluate current lethality, 
to guide crisis Intervention, to act as a catalyst for the beginning of a 
theraputic process, and to guide follow-up treatment. 

Suicidal thoughts continue after the crisis Is over. Longer term treat- 
ment of the suicidal deaf adolescent Is basically the same as for other 
troubled young people. Mentioned here were concepts considered good clinical 
practice that particularly apply to this population. One such concept used by 
Rusk (1985) In training therapists to deal with suicidal clients fits as a 
summary: 

- Common sense counts a lot. 

- Reward any change In positive direction. 

- If hostility and anxiety and detachment decrease - Continue. 

- If hostility and anxiety and detachment continue or Increase, 



THEN BACK OFF AND GET LOTS OF HELP! II III 
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FIGURE 4 



BILL HONIG STATE OF CALIFORNIA 

ofTbucThs^^^^^^^^^^^ department OF EDUCATION 




California School for the Deaf 

39350 GALLAUDET DRIVE 
FREMONT, CALIFORNIA 94538 



TELEPHONE (415) 794-3666 

K ENRY KLOPPING 
SUPERINTENDENT 



October 21/ 1985 



Dear 

X respect that you do noc want to come and see me right now. But I am 
concerned that you find ways to protect yourself. 

Y^u are welcome to come back any time. If you want to see me for any 
reason I will be happy to talk with you. 

But even if ycu decide net to come for counseling, it is important that 
we clos:3 appropriately, that we stop counseling the right way and meet 
one mc>re ti*Tn= to "wrap things up'* - to summarize seme of the important 
things we have talked about. 

I have scheduled you for 9:15 A.M. on Wednesday morning 

Leave me a note if you need to come at a different time. If no note, 
I'll see you at 9:15 A.M. on Wednesday. 




Fred Morrison 
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APPENDIX A 



California School for the Dea£# Fremont 
Suicide Potential Screening 



Student 



Date 



Evaluator 



Primary Case Manager 



Referral From 



Description of behavior that precipitated referral; 



YES 



NO 



1) Is there a plan? 

2) Is it specific? 



PLAN 



How' 



Where? When? 



3 1 Are the means available? 

4) Verbalization of suicide ideas? 



5l Tying up loose ends or giving away important items . 

6) Estimated danger of the PLAN Low HIGH 

II. STRESS 

7) Death or loss of important person. 

8) Girl/boy friend break-up. 

9) School pressures . 

10 ) Extreme parent/child ,onf lict • 

11) Use of alcohol or drugs. 

12) Agitation. 

13) Other 



14) Estimated amount of STRESS 



Low- 



-HIGH 



15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 



III. SIGNS OF DEPRESSION 
Despondent • 
Deflated self-image , 

Problems internalized , sel f -blaming • 

Changes in eating or sleeping habits (eating disorder?) 
Unwilling to communicate. 
Neglect of personal appearance • 
Neglect of school work. 

Sexual acting out or rebellious b'^havior • 
Withdrawn . 

Truancy or running away • 

Has there been a progression of #33, 34, 35? 



26) Estimated degree of DEPRESSION 



Low- 



-HIGH 



27 
28 
29 
3C 
31 
32 
33 
34 
35 
36 



ERLC 



IV. HISTORY 

Previous suicide attempts . 

Previous suicide threats/verbalizations . 

Disorganized family life. 

Suicide behavior in family or relatives . 

Has trouble coping with hearing impairment 

Low impulse control or poor judgment. 

Learning Disability 

Other chronic diseases or deformity. 

Long history of problems. 

Recent period of escalation of problems. 
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37) Increase in risk based on HISTORY Low- 



-HIGH 



V* SUPPORT SYSTEM 

YES 7 NO Does the student feel support from the following? 



38) Primary case manager 



39) Guidance Counselor or Therapist 

40) Parents 



41) Cottage Counselor (s) 

42) Teacher(s) 

43) Friends 



44) Club or teammates 



45) Clergy or church members 

46) ether 



49) CURRENT ESTIMATED LETHALITY Low 

VI . CONCLUSIONS/PLAN OF ACTION 



47) Name the above who could be su'-portive. 

48) Strength of SUPPORT SYSTEM * Strong Weak 



HIGH 

(Hospitalize) 



Parents Contacted 



Reviewed by: ^ Comments j 



ASSESSING THE SELF-IMAGE OF 
DEAF ADOLESCENTS 



MICHAEL C. ACREE 



two long-term longitudinal studies y lelded val Id! ty 
and reliability data on a revised version of the Tennessee 
Self-Concept Scale for the deaf (TSCS-R) and on the Meadow 
Pictorial Scale of Self-image (MPSSI). The TSCS-R was sup- 
ported In conventional terms. The MPSSI was found to be 
uncorrelated with other measures, except for parental 
ratings on the Meadow-Kendall. Despite such apparently 
strong evidence against Its validity, this paper suggests 
that the MPSSI may Indeed be valid, but that the relation- 
ships between self-image and other variables, such as aca- 
demic achievement, ordlnar I ly adduced for val I da t ion, are 
more complex (nonlinear) than usually supposed. 

This paper reports on two measures of self-image developed specifically 
for deaf persons—one for children and adolescents, the other for adolescents 
and adults — which have been used In two long-term longitudinal research pro- 
jects at the UCSF Center on Deafness. The first measure was designed by 
Kathryn Meadow (1967) for use In her now-classic dissertation research, which 
examined, among other things, the relation of self-image to parental hearing 
status. This Instrument was used again in another study (Study II to be 
reported here), which was the fifth round of a developmental investigation of 
a group of 40 prelingually deaf youngsters, adolescents at the time of this 
testing. The second measure, a modification of the Tennessee Self-Concept 
Scale (FItts, 1965), was developed for longitudinal follow-up of participants 
In Meadow's dissertation research (Study I to be reported below), now In young 
adulthood. The two studies taken together, with their rich array of other 
variables, provide an unusual opportunity for compiling data on the validity 
and reliability of these tWM instruments. 
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STUDY I 



Both Meadow's dissertation and the 12-year /oMow-up were very large pro- 
jects, employing a large number of variables. The focus here will be 
restricted to hypotheses and measures of self-image, which was a major 
variable In both rounds. It was hypothesized In Round 1 that deaf children of 
deaf parents would score higher on self-image (among many other variables) 
than deaf children of hearing parents. The second round was designed to 
Investigate the long-term stablll\y of such differonces. 

Subjects 

Selection of subjects for Meadow's (1967) dissertation research (Round 1) 
was guided by her hypotheses, In which hearing status of parents was the chief 
Independent variable. The 58 children of deaf parents at the California 
School for the Deaf in Berkeley who agreed to participate in the study were 
matched with children of hearing parents, from the same school, in terms of 
sex, age, and residual hearing, and approx Iniately in terms of family climate 
(Including family size) and IQ. Children of hearing parents were excluded if 
they had deaf siblings, the obvious reason being that communication modes be- 
tween deaf siblings would render them more like the children of deaf parents. 
Racial and ethnic minorities were excluded In order to reduce variance extra- 
neous to the purpose of the study. Children with multiple disabilities, as 
well as those deafened by maternal rubella, Rh incompatibility, or birth 
anoxia were excluded for similar reasons, but also because of possible neuro- 
logical damage which could be implicated In language development. All 
children had to have become deaf by the age of 2, and to have a hearing loss 
of at least 58 dB — 80% of them actually having a loss In excess of 80 dB. 

For the 12-year follow-up (Round 2), 43 of the original 116 either could 
not be located or never responded, 8 refused to participate, 1 was living out- 
side the U.S., and 2 had committed suicide. Owing presumably to the greater 
ease of locating them, offspring of deaf parents are somewhat overrepresented 
In the recapture sample — 36 participating compared with 26 (from the original 
58) children of hearing parents (chi square - 2.81, p < .10). As these stu- 
dents had proved superior on many measures In the original study, the follow- 
up group is correspondingly an above-average selection from tne original 
group. 

It should also be borne In mind that the original sample of 116 was not, 
nor was it intended to be, either a random or a representative sample of the 
genera' oopuiatlon of deaf people aged 5 to 21 (18 to 34 at the time of the 
follow-up): children of deaf parents were overrepresented by a factor of 5; 
and attrition increases that factor to 6 In the present sample of 62. 

Measures 

In all, four measures of self-image were used in this study, two In each 
round . 
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Round 1 



Meadow Pictorial Scale of Self- 1 mage . Children are presented a page with 
cartoons, one each for six dimensions: lazy, pretty or handsome, smart, nice, 
mean, silly. The cartoons show both the words and Illustrations of the manual 
signs. Children are asked to rate themselves for each dimension on a five- 
point scale; e.g., "very, very nice," "very nice," "rather nice," "a little 
nice," "not nice." On succeeding pages they are asked to answer on the same 
scales "What does your mother think of you?" and so on for father, teacher, 
counselor (or principal), boys at school, girls at school, and hearing people. 

Separate forms of the test, showing pictures appropriate for both 
sexes, were made for boys and for girls. Instructions were signed 
and spoKen simultaneously by persons proficient in manual communi- 
cation. For Junior and senior high school students, the tests were 
administered In groups of approximately twenty. For elementary stu- 
dents (ages approximately 9 through 12), the Instrument was admin- 
istered In groups of from five to ten children, with three persons 
assisting so that individual attention and supervision were possible. 
For the younger children (ages 6 through 8), administration was Indi- 
vidual, each question bting asked separately (Meadow, 1967, pp. 
87-88). 

The Self-image Scale was scored by adding the 48 (6 adjectives x 8 appraisers) 
5-polnt responses, so that the maximum possible score was 240. In the origi- 
nal sample the actual range was from 135 to 240. 

Teacher-counselor rat Ings . Students were also rated on a battery of 
social and communicative variables by three (or. In a few cases, two) teachers 
or counselors who knew them well, comparing them on a 10-polnt scale with "all 
students In a certain grade or dorm group." The anchor descriptions provided 
by the scale of self-image were "has strong feelings of personal worth and 
Importance" and "feels Inferior; no feeling of being a worthwhile person." 

Round 2 

Revised Tennessee Self-Concept Scaie . The Tennessee Self-Concept Scale 
(TSCS) (FItts, 1965) was selected for this study, largely because It has been 
widely used with a variety of populations. At about the time the study was to 
begin, however. Garrison, Tesch, and DeCaro (1978) published a report casting 
doubt on the appropriateness of that Instrument for deaf Individuals. in 
using it with a sample of 87 entering students at the National Technical 
institute for the Deaf, they obtained a test-retest reliability coefficient 
for the Total Positive score (the overall Index of self-esteem derived from 
the test) of .77, as against a rel lability coefficient of .92 for Pitts' nor- 
mative sample. Suspecting comprehension problems, they tr 'chotom ized their 
sample on the basis of scores on the California Reading Comprehension Test, 
and found some support for their suspicion in the reliability coefficients of 
the upper and lower thirds: good readers (N • 28) had a coefficient of .82, 
poor readers a coefficient of .72. Results on subscaies were generally con- 
sistent, though many differences were small, and there were some reversals 
(where the scores of poor readers were more re 1 1 ab 1 e than those of good 
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readers). Interviews with the respondents fu. ther confirmed the Impression 
that the deaf students had trouble understanding the test Items. 

As a result of these findings, the UC Center on Deafness undertook a major 
revision of the Tennessee. (Written permission was obtained from William H. 
FItts, author of the TSCS, for modification of the scale for use with this one 
sample only.) Items difficult to render In sign language were modified or 
dropped, leaving 55 of the original 100 Items. Items from one of the basic 
dimensions of self-concept, the Mora I -Eth leal Self scale, were dropped 
entirely. Selection was done In such a way, however, as to preserve an 
approximately equal number of Items In the other dimensions (Physical Self, 
Personal Self, Family Self, and Social Self, as well as the orthogonal par- 
tition of IdentKy, Se I f-Sat Isfact Ion , and Behavior) as well as a balance of 
positive and negative Items. 

Several years later, Kim Gibson Independently revised the TSCS for deaf 
persons (G Ibson-Harman & Austin, 1985). She retained all 100 Items, but feels 
that the rewording of some Items, especially on the Moral-Ethical Self scale. 
Is not fully satisfactory (personal communication, April, 1986). Her revision 
yielded a test-retesl reliability of .76 with deaf persons. 

Interviewer's Global Assessment of Self-image . The TSCS was administered 
Individually to participants as part of an Interview, and the 'itervlewer/ 
Interpreter helped as much as was necessary In assuring that the Items were 
understood. For the estimate of stability the same questionnaires were mailed 
to participants about a month later, 50 of which were returned. It Is not 
known how much help Individuals may have had In this administration* For a 
crude estimate of validity, the Interviewer also rated the self-esteem of each 
participant on a 1-to-5 scale. This rating was scarcely Independent of scores 
on the Tennessee, however, since the Interviewer had access to responses on 
that scale. 

Results 

psychometric properties of the Revised Tennessee Self -Concept Scale . 
Shortening the TSCS by almost a half would be expected to reduce reliability 
from the .11 reported by Garrison, et al. (or FItts' .92) to about .65 (or 
.86). It should be noted that these comparisons are only approximate, being 
oased on different methods for estimating reliability: the Kuder-R Ichardson 
formula for reliability of a shortened form Is based on Internal consistency 
rather than retest stability; but the figures give a rough Idea of the effect 
of shortening the test. The actual test-retest reliability obtained for this 
sample was .71, comparable to the figure of .76 obtained by Gibson 
(G Ibson-Harman & Aust In, 1985) . Thus I t wou Id appear that any loss In 
reliability from decreasing the length of the test was offset by gains In 
comprehenslbl I I ty of the revised version. 

There Is some evidence that tne second testing yielded less coherent, less 
meaningful results than the first: the correlations of the second admini- 
stration of the Tennessee with almost everything else were lower than those of 
the first. The evident Implication Is that conditions of the second admini- 
stration made It less Internally reliable, and that the present figure of .71 
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underestimates the test-retest reliability of the Revised Tennessee when 
administered with an Interpreter. 

The Issue of reading comprehension was explored In several further sets of 
analyses. The results show some tendency — less consistent in the present 
sample than In that of Garrison et al. — for scores of better readers to show 
greater reliability. That reading ability Plaices a more consistent difference 
In reliability In the Garrison study can be Interpreted as supporting the 
modifications made In the present version. 

One other feature of the Se I f-Concept Sea le I s appropr i ate to ment ion 
among its psychometric properties: the evaluation of certain subscale scores 
relative to FItts' normative sample. To facilitate comparisons, all data are 
presented in terms of Individuals' means rather than sums. Table 1 shows, for 
the present sample, for FItts' data, and for Garrison's, the means of the 
overall scale (which Fitts labels "Total Positive") and the various subscales. 
The ratio of true to false items endorsed Is also Included, as one remaining 
scale-value calculable from the reduced set of 55 Items, /s can be seen from 
the table, scores for the three samples are generally similar, except that 
lower scores are found among the deaf samples on the Self-Cr it Icism scale and 
higher scores on the True/False Ratio. These differences are great enough to 
require comment. They are pointed up more sharply by percentile comparisons. 
Of the present sample, 95% fell below FItts' median of 3.60 on the Self- 
Crltlclsm scale; the highest score here was at his 60th percentile. On the 
True/False Ratio, 29 individuals (nearly half) fell above the 95th percentile 
^f 1.40. For the second administration of the test, where respondents may not 
have had help, the figures are still more extreme. The True/False Ratio 
essentially measures agreement response set; and a strong agreement response 
set tends to lower the self-esteem score. The extreme elevation of the True/ 
False Ratio In the deaf samples, particularly when an Interpreter may not have 
been present, suggests a tendency to agree in the face of ambiguity. (Hearing 
persons who do not read sign language well are presumably displaying che same 
tendency when they find it easier to nod than to shake their heads In response 
to a message they fall to understand.) 

Items on the Self-Cr it Icism scale were taken from the L-Scale of the 
Minnesota Multiphasic Personality inventory, with the direction of scoring 
changed: endorsement of an Item (e.g., "I prefer to win than lose In a game") 
adds to the Self-Cr ! tic Ism score, whereas denial of the Item raises the score 
on the L-Scaie of the MMPI. Low scores on the Se I f-Cr I t Ic I sm are thus seen as 
Indications of defenslveness; and the overall self-esteem level Is generally 
considered to be art If leal ly elevated when Self-Cr Itlcism scores are low. In 
the present sample, however, that Interpretation appears to be questionable. 
Whereas correlations of the other, content subscales with the Total Positive 
score range from .67 (Family) to .83 (Social) for this sample (.75 to .96 for 
FItts'), the Self-Cr Itlcism scale correlates -.10 with Total Positive and the 
True/False Ratio -.28 (-.44 for the second administration). Hence It Is not 
clear that only Individuals low In se I f-cr 1 1 Id sm have inflated self-esteem 
scores — or else the true self-esteem level of these Individuals Is rea I ly low. 
Quite possibly It Is those Individuals who are low In self-esteem who read 
poorly, are confused by many Items, and have the greatest tendency when con- 
fused to agree and try to look good. The True/False and Se I f-Cr I t Ic I sm scales 
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TABLE 1 



Subscale Means of the Self-Concept scale 



Present Study 



Subsca le 


First 
Admin Istrat Ion 


Second 
Admin Istrat Ion 


Gar r Ison 


FIttS 


Total Positive 


3.77 


3.79 


3.56 


3.84 


Persona 1 


3.83 


3.88 


3.64 


3.59 


Physical 


3.81 


3.85 


3. / 6 


3.99 


Fam 1 1 y 


3.85 


3.85 


3.54 


3.94 


Soc 1 a 1 


3.64 


3.72 


3.44 


3.79 


Self -Criticism 


2.83 


2.95 


3.02 


3.55 


Ident Ity 


3.81 


3.86 


3.90 


4.24 


Acceptance 


3.56 


3.62 


3.29 


3.46 


Behavior 


3.60 


3.66 


3.48 


3.83 


T/F Ratio 


1 .44 


1 .47 


1 .57 


1 .03 



thus appear tj be especially Important In interpreting scores on tr.e Self- 
Concept Scale for the Deaf. 



Relat lo.ishlps among measures of self-Image . Correlations between the four 
measures of self-image In this study may be arranged in the matrix shown In 
Table 2. The structure of the table recalls Campbell and FIske's (1959) 
multltralt-mult Imethod matrix, If self-image In adolescence and adulthood be 
considered separate traits (they should Indeed be less highly correlated than 
contemporaneous measures of self-image), and ratings by self and by others be 
regarded as different methods. 

Unfortunately, the data do not permit any simple generalizations about 
method or trait variance. They do appear to suffice for a satisfactory mutual 
validation of the revised Tennessee and the teacher-counselor ratings, despite 
the 12-year interval between these measurements. Though none of the longitu- 
dinal correlations "accounts for" more than a quarter of the variance In adult 
self-esteem, and that fraction Is of limited value In Individual prediction, 
still It Indicates a substantial degree of stability. As a point of reference 
for evaluation of this longitudinal correlation, we may compare the results of 
Bachman and O'Malley (1977), whose study may be the nearest antecedent to the 
present investigation of the long-term stability of self-esteem. These 
authors used an adaptation of the Rosenberg (1965) Self-Esteem scale, with a 
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reliability of .75, on a sample of 1608 hearing young men, who had been in the 
tenth grade on the first round. In their eight-year follow-up, they found a 
longitudinal correlation of .46, which is quite comparable to the present sta- 
bility coef f Iclents. 

Unfortunately, the most striking feature of Table 2 is simply the 
uniqueness of the Meadow Pictorial Scale of Self-image (MPSSI). Whereas the 
other measures of the study exhibit correlations among themselves, both longi- 
tudinally and synchronlcal ly. In the neighborhood of .5, the MPSSI Is uni- 
formly correlated with none of them, nor did It correlate with any of the 
other variables In the study—psychosoc la I , communicative. Intellectual, or 
vocational. A scattergram of the Meadow scores against the teacher-counselor 
ratings ehows no discernible pattern, either for children of deaf or of 
hearing parents. With respect to validating evidence on this Instrument, the 
conclusion would seem Inescapable: that the MPSSI is not measuring self- 
image, and In fact does nol appear to be measuring anything at all. In view 
of Its face validity, however, the available plausibility arguments to account 
for the negative results, and Its attractive ease of ac^mlnistration. It seemed 
worthwhile to try the scale again on a new sample. 

TABLE 2 

Correlations Between Measures of Self-Image 
(N - 62) 



Self-Rating Rating by Others 

Teacher- 

MPSS I TSCS-R Counse lor I nterv I ewer 

(Round 1) (Round 2) (Round 1) (Round 2) 

( ) 



.187.09 .71 



Self- 
f at Ing 



MPSSI 
(Round 1 ) 



TSCS-R 
(Round 2) 



Teacher- .01 .437.39 ( ) 

Counse lor 
(Round 1 ) 

Rat Ing 
by 

Others Interviewer .537.26 .52 ( ) 

(Round 2) 

WTE . Empty parentheses mark unavailable reliability figures. The two 

figures in each entry for the TSCS-R represent the first and second 
administrations. Underlining denotes longitudinal correlations. 
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STUDY II 



This study was the fifth round of a longitudinal study of pre lingua My 
deaf children begun In 1969 by HI Ide Schleslnger and Kathryn Meadow, and first 
reported In Sound and Sign (Schleslnger & Meadow, 1972). A major purpose of 
the study was to assess the long-term consequences of differences among deaf 
children In early communicative competence. 

Participants 

Forty preschoolers. 2 1/2 to 4 years old. were recruited from preschool 
programs for the deaf In the San Francisco Bay Area. All had an average loss 
of at least 80 dB In the speech range, and all had been diagnosed as deaf 
before the age of 12 months, except for one who became deaf at 16 months. To 
minimize variance extraneous to the purpose of the study, children were 
included only If they were white, from roughly middle-class. Intact families, 
where both parents were hearing and spoke English; they also had to have no 
major diagnosed disability other than deafness, and had to be judged not to be 
retarded or unusually slow by their preschool teachers; finally, they must not 
have been a twin. 

At the time of the most recent round, the fifth, the youngsters were 14 to 
17 years old. The spread In their ages was Increased by the necessity of 
spreading their testing over a period of a year and a half. 

Measures 

The two-day battery of measures assessed cognitive, communicative, and 
socloemot lonal functioning. All testing was done with an interpreter highly 
skilled In all modes of communication with the deaf, who was also a sensitive 
counselor experienced In working with deaf adolescents. Under socloemot lonal 
functioning were Included two measures of self-image: the Meadow Pictorial 
Scale used In Study I. and the more recent Meadow-Kendall Soclal-Emot lonal 
Assessment Inventory for Deaf Students (Meadow. 1983). The MPSSI was admin- 
istered Individually; and. In another departure from the previous study. Its 
component scores were analyzed In addition to the total— both adjectives and 
per spect Ives. 

The Meadow-Kenda i I was given to parents as well as teachers. it Is true 
that some Items on the Meadow-Kendall are peculiar to the school setting, but 
the opportunity to compare the perspectives of parents and teachers still 
seemed worth taking. it should also be noted with respect to the teachers' 
ratings that they are evaluating In very different contexts. Those In resi- 
dential schools have very extensive experience with deaf students; some of the 
teachers In our group, especially those In private schools, have never had 
another deaf pupil. The same range was also represented, of course. In the 
standardization sample for the Meadow-Kendall. 

Results 

Let us proceed by look Ing f Irst at some relat lonshlps Internal to the 
MPSSi and the Meadow-Kendall, then at relationships between them, by way of 
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discovering their degree of mutual validation. After that, we can look at the 
relationship of each of these with some other variables in the study, and, 
finally, pull all of this together to try to explain the pattern of findings. 

Because It became apparent during data analysis that there were differ- 
ences in results on self-Image between students attending residential schools 
and those In other programs. Tables 3 and 4 present triple entries. The first 
Is for students attending residential schools for the deaf (N « 14), the 
second for students in regular public or private schools (N « 25), and the 
third for the whole sample. It ought to be kept in mind in considering the 
data that the residential/day school distinction, however clear-cut in 
appearance. Is actually a little messy. Students were classified on the basis 
of their enrollment at the time of their participation in the study; but some 
of them had Just recently switched, and were thus somewhat atypical of their 
group. 

Correlations Internal to the MPSSI . Here one of the more interesting 
findings is that for day students the relationship between the perspectives of 
self and mother Is much stronger than It is for residential students. (It is, 
of course, the ch I Id's perception of the mother's perspective; but, with this 
Important distinction In mind, this scale will be referred to as the mother's 
perspective, for convenience.) The obvious possible explanation is Just that 
the students In malnstr(dam programs remain much more closely tied to their 
mothers, the connection being not Just one of physical proximity but of com- 
munication. For several of the students in public schools, their mothers are 
the only ones with whom they can easily carry on a conversation. A similar 
pattern. Interestingly, holds also for the perspective of the teacher: stu- 
dents In mainstream schools appear to be more shaped by their teachers' view 
of them than do residential students. 

A final observation is the uniqueness, for residential students, of the 
perspective of their peers. Whereas for students in day programs the simi- 
larity among perspectives Is quite strong, for residential students the scales 
for peers are unrelated to those for adults. The explanation is not com- 
pletely clear, though it may reflect a greater Importance for peer relation- 
ships at the residential schools. In Interpreting all of these findings, the 
possibility should probably be kept In mind that the generally lower corre- 
lations among residential students may simply reflect lower reliability due to 
poorer comprehension. 

Correlations Internal to the Meadow-Kendall . The principal findings here 
concern the relation between parent and teacher ratings. For nonresidential 
students, the largest intercorre lat Ion is .16, whereas for residential stu- 
dents Intercorrelat ions on all three subscales are greater than .4. 
Residential school teachers agree with parents more than day school teachers 
do, perhaps Just because residential school teachers know their students 
better. 

Relationship between MPSSI and Meadow-Kendall . Table 3 shows the corre- 
lations between the various subscales of each test. In general, they are low. 
Implying that at least one of the Instruments fails to be validated. These 
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results are consistent wl :h those reported by Meadow (1983), who found corre- 
lations of «20 and .28 between the MPSSI and the Self-image subscale cf the 
Meadow-Kendall, for academic advisors and dorm counselors, respe jt Ively. It 
may be noted for later reference that the MPSSI appears to be more closely 
related to Meadow-Kendall ratings by parents than to Ihose by teachers. A 
possible explanation Is the simple fact that children tend to be less 
Influenced In their self-image by teachers than by parents, who got a head 
start . 

Relationships between the MPSSI and other variables . Common sense would 
predict a positive relationship between self-esteem and academic success, 
based on reciprocal causation: academic success would be one source of self- 
esteem, and, conversely, the motivational consequences of high self-esteem 
should conduce to academic success. In the present group, however, MPSSI 
scores relate weakly. If at all, to otner measures In the study — to measures 
of cognitive, communicative, or socloemot lonal functioning. It Ir easier to 
take note of the exceptions In this correlational desert. First, among resi- 
dential students only, there Is a positive. If modest, relationship between 
self-image and academic variables such as reading ability For day students, 
in contrast, that relationship is nonexistent or even negative: academically 
successful mainstream students often have lower self-esteem than their less 
successful peers. 

Internally to the MPSSI, it ts Interesting to note that the adjective 
"Smart" Is correlated .65 with the perspective of the teacher for day stu- 
dents, but not all (£ - -.04) for residential students. More provocatively, 
"Smart" and "Lazy" are correlated -.31 for day students, but +.55 for residen- 
tial students. Clearly the two groups are making opposite attributions about 
intellectual ability: day students see it as related to work; residential 
students evidently see intelligence as innate, so the smart students have to 
work less. The evidence of this study, of course, would suggest that the 
latter are correct, for their self-ratings of intellectual ability correlate 
much more highly with objective measures of their ability than do the academic 
self-ratings of the day students. 

A further Interesting finding with the MPSSI is negative correlations be- 
tween cognitive and communlcat ive/audiological variables, on the one hand, and 
the perspective of the mother. There appear to oe two groups who experience 
their mothers as particularly critical: those who are academically 
successful — especially those with fluent English language skills — and those 
who have better hearing, especially better aided hearing. These are largely 
tho same group, of course. The inverse reiat'onship with indices of com- 
municative and speech competence also gets stronger over time, at least for 
mainstream students — almost as if, the further behind the child falls in com- 
municative competence, the more accepting the mother becomes. (Speech skills, 
Incidentally, appear to be more important to self-esteem, at least in their 
mother's eyes, for girls than for boys.) There is thus some reason to suspect 
here the operation of a double standard, for oral and for manual deaf 
Children. Better hearing and speech skills Induce children and their pa. ents 
alike to hold them to the same standards as hearing children — for speech as 
well as for reading and other acacij<)mlc performance. These acaderr/c standards, 
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TABLE 3 

inter cor re I at Ions of Subscaies of the MPSSI and Meadow-Kendall 



Meadow-Kenda 1 1 



MPSSI 


SA/T 


Sl/T 


EA/T 


SA/P 


S i /P 


FA/P 
CM/ r 


i f 


-.27 


.36 


-.07 


-.09 


.58 


-.03 




-.11 


.09 


.08 


.04 


.12 


.53 




-.07 


.25 


.03 


.04 






MU I liOr 


- . 24 


-.00 


.19 


.18 


.35 


.36 




-.32 


-.27 


-. 15 


-.13 


-.01 


.39 




-.28 


-.18 


-.06 


-.00 


. 1 2 


• Of 


r a I ner 


' -.23 


.28 


-.04 


.01 


.55 


.30 




-.10 


-.07 


-.03 


-.06 


.05 


.26 




-.14 


-.01 


-.03 


- 06 


1 Q 




leacner 


-.19 


.09 


.16 


.04 


.19 


.19 




-.02 


.14 


.08 


-.03 


-.22 


.34 




.06 


.25 


. 12 


. 1 1 


■ uo 


1 '\ 


oamc d6X 


.04 


.10 


-.01 


-.34 


-.01 


.32 




-.08 


.06 


-.08 


.12 


.12 


.18 




.03 


.14 


-.04 


-.08 


.08 


.17 


Opposite Sex 


-.48 


.42 


-.27 


-.50 


.14 


-.18 




-.23 


-.14 


-.14 


-.16 


-.30 


.28 




-.20 


.14 


-.17 


-.28 


-.05 


.06 


Hear ing People 


.02 


.38 


.11 


-.22 


.11 


.42 




.04 


.23 


.14 


.17 


-.10 


.50 




.04 


.25 


.13 


.00 


-.01 


.43 


Total 


-.15 


.42 


.05 


-.02 


.49 


.20 




-.18 


.00 


-.05 


.08 


-.16 


.32 




-.12 


.13 


-.01 


.07 


.10 


.23 



NOTE. In mis and the following table, the triple entries for each corre- 
lat '11 are for residential students, day students, and th« combined 
sample, respectively. 



al least, are not. It must be emphasized, inappropriate for deaf students- 
given a history of suitable environments with respect to communication; but 
such environments continue to be the exception rather than the rule. 
Consequently, standards derived from hearing children pose a stiff challenge 
for even the most fortunate among the profoundly deaf, who chronically find 
themselves falling short In one way or another. if parents at some point 
abandon the hope of successful speech and hearing for their deaf children, 
then other deaf students implicitly become the reference group; and there are 



ERiC 



218 



definite psychological advantages when both child and parent become more 
relaxed and accepting of limitations. 

It Should be borne In mind here that self-este^ Is not just an Issue of 
standards for self-evaluation, but also a matter of Identification; and deaf 
Children attending public or private schools face unique and serious problems 
just from this standpoint. It has often been observed (e.g., Derbyshire, 
1968) , with respect to accu I lurat Ion of ethn ic mi nor 1 1 i es , that those who 
suffer most In self-esteem are those who are caught most squarely in the 
middle, and can Identify strongly with neither the pare t nor the host 
culture. Children of Immigrant parents, for example, tend to have more self- 
esteem problems than either their parents or their children (e.g.. Knight, 
Kagar, Nelson, & Gumb I ner , 1978) . Seward (1958) ma I nta Ins that , in cl r- 
cumstances of forced acculturation, the more firmly Individuals are identified 
with their subgroup, the better the Integration they are likely to make with 
the mainstream culture. The implication that early identification with the 
deaf community 1^ beneficial to the self-esteem of deaf youngsters might be 
taken simply as supporting common sense. 

One final set of results, just recently obtained, fits with the foregoing 
observations and also extends them. At the First National Conference on the 
Habllltatlon and Rehab I 1 1 tat loin of Deaf Adolescents, Acree (Schleslnger & 
Acree, 1984) reported the very controversial impression that it was difficult 
for profoundly deaf adolescents to succeed simultaneously In the academic and 
social realms. This Impression had mainly to do with the simple fact that 
academic standards are generally higher at public and private schools than at 
the residential schools, yet severely hear I ng- Impa I red students In those 
settings tend inevitably to be socially Isolated. Some further, poignant sup- 
port is now available from an Indirect but Interesting source. Early Interac- 
tions of these youngsters with their mothers, roughly at ages 3 and 6, have 
been scored for various dialogue characteristics. One of the best predictors 
of adolescent academic success has proved to be the young child's Initiative 
In dialogue — asking questions, pointing things out, giving directions, and so 
on. Similarly, as was reported two years ago (Schleslnger & Acree, 1984), 
adolescent academic success Is predicted by the mother's responsiveness to the 
Child, following his or her lead. 

Unfortunately, the best predictor of self-esteem — as measured by the 
MPSSI — Is the Child's respons I veness to the mother. As the Illustrative 
correlations in Table 4 show, self-esteem on the MPSSI tends to relate nega- 
tively to the Child's spontaneity. These correlations are from Round 2 of the 
study, when the children were approximately six years old. 

The picture becomes a little clearer when we add the Meaaow-Kenda I I . Here 
a sharp distinction emerges between ratings by parents and by teachers. 
Parenta I rat ings tend to para I lei the MPSSI ; on the Emot lona I Adjustment 
subscale, particularly, they are related negatively to the child's spontaneity 
and positively to the child's responsiveness to the mother. Teacher ratings, 
on the other hand, parallel the findings with academic measures: childhood 
Inl t lat I ve corre lates pos 1 1 1 ve I y with teacher rat ings of the ch I Id 's se I f- 
Image, while responsiveness correlates negatively. Indeed, some of the Items 
on the Meadow-Kendall call for a direct appraisal of initiative, curiosity, 
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TABLE 4 

Correlation of Selected Dialogue Characteristics with the MPCSI 

(Round 2) 



Mother 

% Responsive 
Statements 



% Spontaneous 
Statements 



% Control 
Statements 



# Statements 
Per Minute 



Self 

.02 
.12 
.11 

-.02 
.13 
.01 

-.45 
.41 

-.05 

-.06 
-.68 
-.46 



Mother 

-.05 
-.02 
-.03 

.24 
.24 
.16 

- .07 
.30 
.14 

-.02 
-.50 
-.37 



Teacher 

.39 
.26 
.37 

-.39 
-.09 
-.29 

-.17 
.19 
-.10 

.00 
-.60 
-.34 



Same 
Sex 

.32 
-.07 
.10 

-.32 
.18 
-.04 

-.19 
.31 
.05 

.21 
-.48 
-.27 



Opposite 
Sex 

.08 

.10 
.12 

-.08 
.05 
-.05 

-.52 
.35 
-.09 

.24 
-.40 
-.18 



Total 

.20 
.09 
.15 

-.20 
.09 
-.05 

-.34 
.36 
.03 

.01 
-.59 
-.42 



Chi Id 



% Respons 1 « e 


.09 


.42 


.~J 


.52 


.06 


.51 


Statet^^ients 


.23 


.27 


.17 


.23 


.45 


.31 




.17 


.32 


.31 


.32 


.30 


.37 


% Sponteneous 


.02 


.22 


-.31 


-.52 


-.16 


-.19 


Statements 


-.23 


-.27 


-.16 


-.23 


-.45 


-.31 




-.12 


-.25 


-.18 


-.32 


-.33 


-.26 


% Control 


-.45 


-.29 


-.16 


-.27 


-.53 


-.22 


Statcients 


-.12 


.12 


.01 


-.02 


-.01 


.07 




-.17 


.04 


.01 


-.05 


-.12 


.03 



and related characteristics. These findings echo the results reported 
earlier, that the MPSSi— the child's own rating of sei f- image— correlates more 
highly with the parent's perception (as perceived by the child) than with the 
teacher's perception. They also help to support and explain the finding in 
Study 1, that teacher-counselor ratings were especially good predictors of 
later functioning in a variety of areas. Teachers, evidently, are closer to 
rating the child's actual capacities. They are really rating their esteem for 
the child, and not the child's own self-image. The children, on the other 
hand, are nearer to reflecting their mothers' view of them than their own 
actual assets. Both the child's actual capacities and self-image are relevant 
to development and achievement; but, on the attributes measured, both of these 
studies point, interestingly, to a more decisive influence by the former. 
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It also seems clear that what parent and adolescent alike mean by a good 
child amounts largely to obedience . To be well-adjusted, It seems, is to be 
well-adjusted to one's mother. But it is independence and initiative, rather 
than compliance and responsiveness, which tend to lead to achievement — and, 
arguably, to a healthy self-esteem. These considerations would suggest that, 
to a certain extent, children face an implicit choice between success and 
self-esteem — at least until they are old enough to refashion a more 
appropriate standard of self-esteem. There also appears to be nothing In this 
line of reasoning to Indicate that it is peculiar to deaf children. 

DISCUSSION 

The central finding to emerge from these two studies Is that the Meadow 
Pictorial Scale of Self-image falls to correlate with other measures of self- 
image, and does not correlate appreciably with most other measures in these 
studies. It Is now time to acknowledge a fundamental dilemma which has thus 
far been evaded by alternat.^ly embracing both horns. The usual response to 
this finding, as suggested above. Is to conclude that the MPSSI is not, after 
all, a measure of self-image. It is important to note that reaching this 
conclusion requires the assumption that the relationship of self-image to 
other variables, such as academic success, is essentially simple (linear). 

A logically coherent, and interesting, alternative, however. Is to enter- 
tain the Idea that the MPSSI really Is measuring self-image, but that the 
relationships of self-image to other variables are complex — for example, 
nonlinear. This Idea is worth pursuing, Jv.st because some of the results 
reported above specifically lend support to this possibility. Let us review 
the evidence in summary. 

NonI I near I ty . The relationship of self-image to a number of other 
variables, notably cognitive and communicative, muy be approximately linear, 
but only up to a point. At a point where deaf adolescents are functioning 
well enough to seduce their parents — or themselves — into applying the same 
standards as tUey would for hearing children, their self-esteem reverses. 

Ratings by self vs. other . Ratings by teachers correlate much better with 
other measures than do self-ratings. Comparison with parental ratings led to 
the suggestion, however, that teacher ratings may not really be measuring the 
child's self-concept. In fact, to Judge another person's self-image is a task 
of considerable stubtlety and difficulty, even for oen^'tive and clinical iy 
minded adults. The Meadow-Kendall, Indeed, does not ask for such Judgment; It 
cal is Instead specif leal Iy for the teacher 's appr^^lsai of the chi id on certain 
behaviors, which are essentially assumed to reflect the child's self- 
appra Isa I . 

Cognitive competence presupposed by the MPS Si. If assessing the perspec- 
tive of another Is a delicate task for adults, there would certainly be reason 
to question the ability of many deaf children and adolescents meaningfully to 
complete the MPSSI, which explicitly requires them to take up a multiplicity 
of perspect Ives on themselves. Research ev Idence on hear Ing ch I Idren Is 
somewhat equivocal with respect to their ability to take the role of the 
other. The nature of the task cannot strictly be compared across different 



studies and the MPSSI; but In one rather careful developmental investigation 
of 6-, 9-, and 12-year-olds, Calveric (1974) found that perspective-taking 
ability was not securely consolidated even in her oldest group. On the MPSSI, 
our principal evidence for the adolescents' competence In completing the task 
lay In the dif ferentat Ion among perspectives as reflected in the variability 
of their scores. 

Relationship to parental perception . One of the few variables to which 
the MPSSI does relate. In Study II, Is the parents' pciccption, on the 
Meadow-Kendall; and the parental Meadow-Kendall, reciprocally, does not relate 
to much of anything except the Meadow Pictorial Scale. Mothers, at least in 
our sample, tend to value children who are obedient and responsive to them; 
and the chl Idren tend to asslml late their mother's view of them. These 
characteristics are not, however, predictive of the achievementa generally 
associated with self-esteem. 

in sum. It Is not unreasonable to conclude, in light of the evidence of 
these two studies, that t;)e Meadow Pictorial Scale, at least when carefully 
administered to adolescents on an Indlvlouai basis, does measure self-image, 
but that the concept of self-image, and its relation to other attributes, is 
more complex than usually supposed. The more "standard" conclusion, that che 
Meadow Pictorial Scale is ei invalid instrument for self-image. Is also 
viable, but Is supported mainly by the assumption that the relationship of 
self-image to academic and communicative variables should be simple. A deci- 
sive demonstration would be hard to produce; but this pair of studies may 
still have served a useful purpose in pointing, first, to an alternative 
understanding of self-esteem and a supporting interpretation of the evidence, 
and, second, to the need \ more sophisticated approach to validation of 
measures of self-image, for hearing as well as deaf adolescents. 
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CONSCIOUSNESS-RAISIhkS WITH 
DEAF FEMALE ADOLESCENTS 



CHRISTINE RAE BOUNDS 



The or I g I n of Consc lousness-Ra I s i ng Groups are 
discussed with special appi i cat lon^; for deaf adolescents. 
Specific techniques for the ^roup leader of a 
consciousness-raising group for deaf women are delineated. 
Interest surveys of 49 deaf, female adolescents reveal that 
life styles, childbirth, marriage, and gynecological health 
are the most popular topics. Homosexuality, menstruation, 
non-trad 1 1 lona I careers, and masturbation are the least 
popu I ar top I cs . The I mp 1 1 cat I ons of these sur veys are 
discussed. Deaf adolescent women are confronted with many 
Issues. Consciousness-raising groups are an effective tool 
for dealing with deaf, adolescent female's concerns. 

In 1966-1967, the pioneers of the feminist movement initiated 
consciousness-raising groups as a tool of political change. The organization 
which spearheaded the use of consclousness*-ralslng groups (C-R groups) was the 
National Organization of Women (N.O.W.). As a routine procedure when a woman 
signed up with N.O.W., she was almost Immediately asked If she would Mice to 
become a member of a C-R group. 

The format of the C-R group involves women raising areas of concern which 
are generatea by the members' common gender. R'^searchers , such as Barbara 
Kirsch, feel that C-R gr^^ups are therapeutic and can result In positive 
changes In mental health. However, there Is one major difference between a 
C-R group and a traditional psychotherapy group. 

The individual is the unit of change in psychotherapy. In contrast, 
the goal of the consciousness-raising groups is to change the social 
structure and culture through the individual. A psychotherapeutic 
point of view explains problems in terms of personal Inner dynamics. 
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while a feminist perspective looks to the sociocuiturai context as 
explanation for what appears to be individual conflict, tension, or 
di scomfort . 



(Kirsch, 1974. p. 326) 

C-R groups may meet from a duration of a few months to two years with a 
membership of 5 to 12 persons. As a general rule. C-R groups Include women 
of all ages, races, and socieconomic status. 

Generally, women meet with the purpose of discussing common concerns 
arising out of the female sex role. C-R groups have some common phases: 

1. Opening-up: The women may have been coping with feelings of 
stress alone, in a C-R group, they open up to others for perhaps 
the first time. 

2. Sharing: The group begins to perceive that members share some of 
the same depressions and pains caused by their suppress on in a 
male-oriented society. 

3. Analyzing: The C-R group looks at the position of women as a 
who 1 e . 

4. Abstracting: The final phase is political. At this stage, the 
members decide how they can make changes for improvement of the 
inferior role of women in society (Kirsch, p. 343). 

Kirsch (1974) has incorporated unpublished data regarding the results of 
C-R groups. To summarize the results, women participants in C-R groups began 
to Identify and define themselves without reference to their roles as 
someone's mother, wife, lover, or daughter. Kirsch (1974) has found in her 
review of the literature that members of C-R groups develop improved self- 
esteem and autonomy, women also reported that they developed a greater appre- 
ciation of all the stereotypes surrounding motherhood and they began to view 
their mothers with a different perspective, women within C-R groups developed 
strong feelings of closeness ana support. c-R groups permitted members to 
have a catharsis of anger and frustration at the cahuman 1 zat ion of women in 
society. Another major outcome of C-R groups was a more relaxed attitude 
towards their bodies and increased feelings of competence as sexual partners 
(Kirsch, 1974). Women who were in C-R groups began to establish more egali- 
tarian relationships with men. i^iso, women began to establish more respect 
for effectiveness of other women (Kirsch, 1974). Annette Brodsky (1976) 
^eeis that C-R groups help show women that sex discrimination really does 
exist a>id the group develops more assert 've behavior to combat that 
discrimination. 

in 1966-67, feminists had as their goal the establishment of equal 
relationships between other women and men; the C-R groups were originally 
organized without a leader. The lack of a leader resulted in several rules: 
each member had her turn to speak; each member spoke without criticism or 
interruption by the other participants; there was no dominant speaker, each 
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woman was the best authority on her own life; members were to respect and 
tolerate values of others; and members were to be supportive but not advisors 
to each other (Williams, 1977). 

Feminists determined that the lack of a leader resulted In power plays 
within the groups and a general sense of frustration due to the lack of struc- 
ture. So In 1975 a C-R manual was developed by N.O.W. with specific tech- 
niques to be used by a trained leader. The leader of the group was to use 
these techniques as a way of meeting these 4 goals: (1) building self-esteem; 
(2) building feelings of sisterhood and unity among the members; (3) recog- 
nizing the anger that group members experienced about their oppression; and 
(4) developing plans for political change. 

Topics arising out of C-R groups were: women's bodies, orgasm, iovemaking 
practices, lesbianism, extramartial sex, group sex, masturbation, menstrual 
cycles, male-female relationships, discrimination, managing misery, parents' 
attitudes toward their daughter, housework, and child care. 

IMPLICATIONS FOR THE USE OF C-R GROUPS FOR DEAF WOMEN 

The writer has been an active participant of two C-R groups, consisting of 
hearing women, even though the writer has a moderate hearing loss. When the 
writer accepted a position as a school counselor at a co-educational high 
school for deaf students, she decided to modify the C-R group with a segment 
of the female population. The writer had found the C-R groups very meaningful 
to her and felt that female students could benefit by a C-R group. 

Women share with other minority groups these characteristics: low self- 
concept, insecurity, submissiveness, and low goals. Goldberg did a study with 
female college students reading the same 6 articles, but identifying these 
articles with female name and male names. The female students consistently 
ranked the articles with male names as a higher quality than those with female 
names. 

If women in general were experiencing so many difficulties as a minority 
status group, how would deaf women, a minority within a minority, build posi- 
tive self-concepts, pride in their womanhood, and respect for each other as 
women? The writer felt that deaf adolescent women needed to analyze these 
Issues of their emerging self concept, their sexuality, their relationship 
with peers, their vocational decisions, and deafness itself. 

The C-R group for deaf female adolescents should have a qualified leader, 
namely a trained professional in the field of mental health. Leaf female 
teenagers expior ing their psyches need a quai if led leader . Although C-R 
groups with hearing women had excellent results, they sometimes floundered 
without a leader. A group of teenagers especially need a leader to guide stu- 
dents throught the group process. 

C-R groups have been occurring at MSSD for a total of nine semesters. The 
group leader has varied greatly in her approach to differences In how groups 
were scheduled at MSSO. At the time that the first qroup was scheduled, stu- 
dents wanting to receive group counseling designated that they wished to be In 
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a group. All of these students happened to be female. As a result, the first 
C-R group was scheduled. The first C-R group was motivated to be In a group 
and a true therapy group was created. The members of the group brought up 
concerns which were relevant to Its participants. The group leader occa- 
sionally suggested topics, but the students often found that other concerns 
had more meaning for them. The group leader often discovered that the stu- 
dents had many medical questions, and a school nurse was Invited several times 
to the group. The students asked questions about sexuality which the leader 
sometimes needed to investigate and brought the answer to the group at the 
next session. One of the frustrations that a teacher of deaf students often 
encounters Is that one cannot Instruct the students to hunt down the answers 
In a reference book, because 60X of deaf students 16 or older read at or below 
the 5.3 grade level (MIndel & Vernon, 1971). There are very few reference 
books on sexuality which are written on a fifth grade level or lower. Most of 
the students on their own Initiative bought the book. Our Bodies Our Selves , 
and few could comprehend It correctly. However, all of the students real ly 
enjoyed studying the photographs In this excellent book as a source of Infor- 
mation. This particular group due to flexibility in the school scheduling met 
twice a week during the first semester and once a week during the second 
semester. One measure of this particular group's success was at a class, 
which Delia and Max FItz-Gerald hosted, at which time nearly all the students 
voluntarily observed how meaningful the group was to them. 

The second group was designed In a different manner. The leader contacted 
various students whom she thought would enjoy discussing female sexuality. 
All the participants knew each other and several were good friends with each 
other. Therefore, group Intimacy was quickly attained. 

This group was scheduled for once a week for one semester. In the mean- 
time, the leader had completed three courses In human sexuality through the 
American Association of Sex Educators, Counselors, and Therapists. Ai this 
point She found she could more readily provide answers to students' questions. 
Due to the reduced number of sessions, a more Instructional approach was 
taken. The topics of tc-nale anatomy, menstruation, menopause, self-defense, 
pregnancy, childbirth, parenting, contraception, abortion and non-trad I tlona I 
careers for women were covered in approximately fourteen sessions. The group 
was given encouragement to raise concerns. One guest speaker who had spoken 
about sexual assault at both the college level and the high school level felt 
that this group raised far more astute questions due to their possessing a 
higher level of sex knowledge and comfort than the college students. 

Later, the group was transformed into a class-like atmosphere. This evo- 
lution occurred, not as a result of the wishes of the group leader but rather 
as a change in method of scheduling group counseling. For an activity to be 
scheduled by the school, the activity was termed a class and students were 
given a pass-fall grade. Also, students were scheduled together who had a 
variety of communication styles, sexual experience, language facility, and sex 
knowledge. Group Intimacy was a little harder to achieve than when a group 
leader Interviewed the students and grouped students together based on some 
degree of homogeneity. Another factor. Impeding group rapport, was the fact 
that classes determined at Individualized Educatlona' Program (lEP) meetings 
for deaf students may result In a student taking a class due to an academic 
advisor's or parent's Insistence. 
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However, despite these flaws, the classes ^groups) usually achieved a 
strong sense of cohesion and allowed the stud^^nts to discuss a variety of sen- 
sitive areas. 



Currently, C-R groups are held after school on an entirely voluntary 
basis. Sometimes scheduling around various extracurricular activities can be 
frustrating. However, two students have chosen to remain In the C-R group for 
the duration of the entire school year. Also, the informality of the after- 
school approach does result In the students' owning the group more readily and 
a rapidly escalating exploration of many Issues., The C-R group currently In 
progress (Spring, 1986) Is really more characteristic of a "therapy" group 
than a "counseling" group. 

In the future, the leader hopes that group counseling can be scheduled on 
a totally voluntary basis and that the composition of the group's members can 
be determined by the group leader based on some minimal degree of homogeneity 
among the members. However, to ensure more consistent attendance, the writer 
would like to see groups scheduled during school time. 

Despite the students' original motivation for signing up for the C-R 
group, most students have a large number of questions due to a belief In a 
number of myths. These myths Include: "hickles cause cancer;" pregnancy Is 
caused by some mysterious event other than Intercourse; all contraception Is 
equivalent to the birth control pill; urination Is experienced at the vagina; 
and the natural way to have sex Is without contraception. 

On the first or second session of almost all the C-R groups, the leader 
distributed an Interest survey. This survey has been administered to a total 
of 49 students, female and deaf. The results are presented In Figure 1. 

The women students surveyed are most Interested In the following topics 
(highest means to lowest): lifestyles, childbirth and pregnancy, marriage, 
gynecological health, abortion, values, female anatomy, premartlal Inter- 
course, birth control, male anatomy, venereal disease, divorce, relationships, 
menopause, rape, homosexuality, menstruation, work In tradltonal man's Job, 
and masturbat Ion. 

As for the highest Interest, "Life Styles", deaf students probably realize 
that knowledge about lifestyles Is often presented In conversation and nedla. 
The students chose "Life Styles" because of their wish to be kept abreast of 
modern trends In society about which they are Ill-informed. As for the necond 
highest Interest, childbirth and pregnancy, students are acutely aware that 
the etiology of their deafness Is often linked with events occurring during 
prenatal development or during birth. Therfore, the Interest of deaf students 
In childbirth Is an attempt to understand their deafness and how to preserve 
the health of their future children. Most students are eager to learn about 
proper prenata I care . Students that use any form of chem I ca I substance 
realize the danger of this behavior if this behavior Is continued throughout 
the pregnancy. The group leader usos videotapes showing the effects of drug 
use and alcohol comsumptlon on the part of pregnant mother's offspring. These 
videotapes Invariably elicit a very strong response, leaving the Impression 
that teenage women give second thoughts to chemical substance abuse during 
discussion of prenatal life. 
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FIGURE 1 



Student Questionnaire 

FIN In: Check topics with a (1) If very Interested, check (2) If you have a 
lot of Interest through to (5) If you think It Is boring. Age:_ 

MEANS OF 
49 STUDENTS 



2 4 Male Anatomy (parts of body) 

2- 2 Female Anatomy (parts of body) 

Premarital Intercourse (sex before marriage) 

3- 6 Masturbation (play with yourself) 
3-1 Menstruation (monthly period) 

2-6 Menopause (woman begins to stop having periods) 

2.1 Marriage 

2.5 Divorce 

2-1 Abortion (stopping pregnancy by operation) 

2-3 Birth Control (lUD, condom, birth control pills) 

2-2 Values (your opinion about sexuality) 

1 Life Styles (living together, open marriage) 

1 - 9 Childbirth and Pregnancy 

2- 4 VD (veneral disease through sexual contact) 
2-8 Homosexuality (sexual Interest In the same sex) 
2-5 Relationships (getting along with others) 

2.6 Rape 

2.1 ^y;i Health 

3.2 Work In traditional man's Job 
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Another outcome of discussing pregnancy and childbirth Is that students go 
home and ask more questions about the etiology of their deafness. Students 
of^en are confused about specific circumstances surrounding their deafness* 
and channels may be opened up between parent and child regarding this toolc. 
The leader encourages conversation with parents concerning circumstances 
surrounding their prenatal and early childhood development. 

A low Interest of the students Is masturbation. Mo female student has 
ever brought this topic up In the group. The leader generally assures the 
'Students that no harm can ensue from the practice of masturbation. 

Another extremely low Interest of th'^ female students Is working on non- 
traditional careers. One observation that the leader has made Is the very 
traditional outlook that female students have regarding appropriate sex roles. 
Research conducted by Cook and Rossett (1975) Indicates that deaf women at 
Gallaudet College and NTID were significantly more traditional (.005 level) In 
their perceptions of sex role attitudes than hearing college students. This 
research confirms the need for groups and classes where female sex roles are 
examined. 

In listing some of the characteristics of females, the group members have 
stated that women do the cleanMg; they are the softer and smoother sex; women 
talk more than men; women get frightened more easily than men; women have a 
harder life than men; women worry about pregnancy and periods. Because of 
this obvious traditional sex role orientation, the leader Includes a unit on 
non-trad I tlona I careers for women. One of her guest speakers has been a 
female electrician's helper. One session rf the class was fortunate In 
hearing both the electrician's ;>elper and her husband's feeling of Jealously 
of nis wife's male co-workers. That particular class opened a lot of stu- 
dents' eyes to the pride, higher salary benefits, and difficulties in a non- 
traditional career. 

Most students a:e ^^ry open with their discomfort at knowing If and when 
to draw the line 3t sexual activity with boys they know. When the leader asks 
the students how they feel about premarital sex activity, the students are 
often unable to give an opinion. The students have not arrived at a decision 
about what levels of sexual activity feels "rignt." Some girls are letting 
boys make the decision for them regarding level of sexual participation. Role 
playing can be a useful tool In discussing premarital sexiai activity. 

How the students relate to their parents regarding sexual topics vary: 
some students have an excellent rapport with their mothers, but usually not 
with fathers. In this respect deaf female students seem similar to hearing 
fema le stuuents . 

Roberta (1978) Executive Director of the Project on Human Sexual 
Development, did a study involving over 400 parents. This research found: 
Perhaps because many fathers do not spend as much time with their children, 
especially their young children, or simply because hiidren find their mothers 
more approachable, children do not bring tL^ir qubStions to Dad. Both sons 
and daughters take almost ail of their questions about sexuality to their 
mothers. 
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other students find they have no communication with either parent or they 
only receive ominous warnings about sex. Athanaslous (1973) discovered that 
only 12.1% of the population received sex education from their parents. Deaf 
persons, as well as hearing persons, may not find sex education In the home. 

CONCLUSION 

It Is this counselor's opinion that deaf and hearing women suffer from the 
same problem, lack of power In the American society. Deaf women, however, 
face a double impediment: they are rejected from the mainstream of society 
on the basis of their gender and disabMlty. In addition, hearing women have 
Kate Millets, Gicrla Stelnems, Germalne Greers, and Betty Friedans for 

Inspiration. Deaf women can not hear these feminists on television, radio or 
public appearances at any time as hearing women can. Deaf women need feminist 

leaders, too. 

Both deaf and hearing women are working In underpaid traditional women's 
Jobs such as teaching and clerical positions; doing most of the household 
duties; deferring to the masculine decisions of the household; receiving 
sexist treatment by doctors and police; supporting single parent homes with 
less money than the paternal single parent homes; being discrlmated against 
by antiquated laws; not being allowed to make their own decisions about their 
bodies; being frustrated by a lack of good and economical child care; being 
told they should be reaching multiple orgasms by their partners; being repre- 
sented as mindless or hysterical Individuals by advertising media; and 
dealing with male administrators and male political leaders. 

Obviously, consciousness-raising groups can offer much to both deaf and 
hearing women. Zweig (1971) tells us this about what women find in 
consciousness-raising groups: 

She will receive sisterly warmth, affection, friendship, and sympathy 
from other members of the group. She will receive respect and appre- 
ciation for her abilities, and will be treated with honor and dignity 
by her fellow group members (Zweig, 1971, p. 162). 

The author hopes that this paper will encourage the development of C-R 
groups among deaf, and other disabled, groups across the country. The author 
feels that If C-R groups were developed with a combination of deaf and hearing 
women that deafness itself would become the focus. The proper focus of a C-R 
S'-oup is those issues confronting only women. 

The goal of C-R groups for young women In all classes, ages, ethnic 
groups, disabilities and other states of being Is an Improved self-esteem. 
When women improve their self-esteem, they improve In other way,.. Masiow 
found : 

. . . that women who were high in self-esteem were also tolerant of 
others, assertive, willing to take initiativB, decisive, self- 
reliant. Independent, and ambitious. They permitted themselves a 
wider ranjje of sexual experience, had no fear of the body or Its 
organs, and eschewed altogether the double standard of sexual behav- 
ior (Wl 1 I lams, 1977, p. 343). 
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in 1851 » a famous feminist » who suffered from a doubie liandicap, biacic and 
femaie» had this to say about women's goais: 

if Eve, the first woman God ever made, was strong enough to turn the 
worid upside down aii aione, these women together ought to be abie to 
turn it back and get it right side rp again (Aiexander, 1975, p. 1). 

The sooner deaf and hearing women try to get the world right side up 
again, the sooner aii women wi i i rejoice in an eniarged achievement and a 
r icher sexuai i ty. 
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ADAPTING AND EVALUATING SOCIAL 
SKILLS CURRICULA FOR USE WITH 
DEAF ADOLESCENTS 
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Social Skills Training (SST) represents a label for a 
number of psychosocial treatment strategies frequently 
recommended for use with a wide variety of disabled per- 
sons. Despite the frequent recognition of social skills 
deficits exhibited by hear I ng- Impaired adolescents, there 
remains a shortage of SST materials for this population 
that have been rigorously evaluated. This paper describes 
efforts to meet th Is need conducted at the Arkansas 
Rehabilitation Research and Training Center on Deafness and 
Hearing Impairment. The development and evaluation of two 
social sk 1 1 Is-or iented curr Icula, The New Asser 1 1 ve you 
(N. Long, 1986) and Goal Setting Skills Training (G. Long, 
1986) are rev I ewed . Cone I us Ions regard I ng future d i rec- 
tlons and reconmiendat Ions for the use of these packages 
with deaf adolescents are drawn and discussed. 

Educators and rehabilitation practitioners frequently describe the social 
skills deficits of the deaf adolescents they serve and identify this area as a 
significant training need. Despite the rapid development of social skills 
packages for a wide variety of special populations (see excellent reviews by 
Bel lack & Hersen, 1979; Kelly, 1982; L'Abate & IMilan, 1985), there remains a 
shortage of empirically-validated materials that have been specifically 
designed In light of the unique needs of deaf persons. Responding to this 
necl, the Arkansas Rehabilitation Research and Training Center on Deafness and 
Hearing impairment (RT-31) initiated a program of research to adapt and eval- 
uate social skills training curricula (SST) for use with hearing-Impaired 
people. The two specific skill areas that were addressed in this effort 
Include assertive skills and goal setting skills. The purpose of this chapter 
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is to describe the development and research validation of these two training 
programs. 



Organizationally, this chapter Includes four major sections. First, a 
contemporary definition of social skill and a brief review of the social skill 
deficits reportedly exhibited by many deaf persons will be presented. The 
second section describes The New Assertive You (N. Long, ir.36), an assert Ive- 
ness training package focused on rights, responsibilities, and consequences. 
The third section describes Goal Sett Ing Ski I is Training (G. Long, 1986), a 
program designed to enhance the ability of deaf adolescents to set goals and 
to carry them out. Finally, questions directing future research with these 
packages and recommendations for their use are drawn. 

SOCIAL SKILLS; DEFINITIONS AND RELEVANCE FOR DEAF ADOLESCENTS 

A large body of literature has accumulated during the last 20 years tiiat 
has developed social skills assessment and training materials for a number of 
special populations. Unfortunately, there Is a lack of consistency in the 
definitions of social skill used In these studies, a problem that led Curran 
(1979) to conclude, "everyone seems to know what good and poor social skills 
are, but no one can define them adequately" (p. 321). The specific defini- 
tions proposed aro as varied as the populations studied and the various 
research laboratories that have conducted these investigations. Despite these 
inconsistencies, a close scrutiny of this literature identifies a number of 
components common to most aeflnltlons which. If combined, may reflect a con- 
sensually agreed upon view of social skill. 

Kelly (1982) Incorporated these components Into a definition that 
describes social skills as "identifiable, learned behaviors that individuals 
use in Interpersonal situations to obtain or to maintain reinforcement from 
their environment" (p. 3). This broad definition implies that social skills 
are goal directed (e.g., obtaining Instrumental or relationship-oriented 
goals), situational I y-spec if Ic (e.g., occur and are expressed In a specific 
context), identifiable (e.g., may be observed or reliably measured), and 
learned (via social learning mechanisms). 

Traditionally, much of the SST literature has focused on specific behav- 
iors that are related to an external Judgment of social competence. For 
example, Elsler, Miller, and Hersen (1973) noted that when compared to less 
skilled persons, the socially competent operationally speak iou-er, respond 
more rapidly to others, give longer replies, evidence more afff ,t, are less 
compliant, request more exchanges and are more open-minded in their 
expressions. These and other similar behaviors (e.g., eye contact, body 
posture, voice volume) have become the content of SST programs which typically 
utilize a number of active-directive teaching methods and behavioral proce- 
dures to produce changes in targeted behavior. A large body of literature has 
shown that these methods are successful, at least In terms of producing 
ucqulsltlon and Improvements In client skills. Unfortunately, the literature 
has been far less conclusive regarding the generalization and use of targeted 
ski I' in nontralning settings. 

Contemporary theorists have expanded tlie scope of social skills models to 
Include feedback- loop theories (Trower, Bryant, & Argyie, 1978; Wallace, 
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Nelson, LIberman, Aitchison, Luckoff, Elder, & Ferris, 1980; McFall, 1982; 
Schlundt & McFai;, 1985). As an example of these expansions, Wallace et al. 
(1980) Incorporated three component processes Into a usable definition of 
social skill. Exhibiting a socially skilled response begins with "receiving 
ski I Is," In which the person olzes up the parameters of the Interpersonal 
situation, his/her previous experience with similar situations, and the goals 
for the Interaction. This Information Is then translated via "processing 
skills" Into a potentially effective response or strategy to use In the 
situat Ion ( I .e. , generat Ing, evaluat Inf , and choosing an appronr late 
response). Finally, the Individual delivers this response using good verbai 
and non-verbal "sending skills." The Impact of che response Is then monitored 
and Incorporated Into the ongoing sec 'ence of behavior If viewed as competent. 

Although there have been no studies documenting skill deficits exhibited 
by deaf persons based on this model. It Is likely that deafness as a disa- 
bility may Impact one's receiving, processing, and sending skills (Long, 
Boone, & Rosten, 1986). In addition to these effects, thera Is a large body 
of literature that has described the social skills deficits cf deaf persons on 
a global level, and documented the Impact of these deficits across the 
lifespan. These deficits are likely to be related to deficiencies stemming 
from lack of exposure to socially skilled models as well as limitations In the 
value of verbally-based feedback related to the disability of deafness per se. 
For example, Greenberg, Kusche, and Smith (1982) argue that "deaf children do 
not acquire a complete understanding of norms, values, and attitudes of the 
majority (hearing) culture . . . (and) miss the linguistic content of com- 
munication (especially In) messages conveyed by the parameters of speech such 
as Innuendo and Intonation" (p. 2). Furthermore, In many Instances "they are 
also deprived of social education with regard to deaf subculture" as a func- 
tion of Inadequate exposure and Interaction with deaf adults. 

Others have described these social skills deficits In more traditional 
terms. For example, deaf youth have been described as experiencing social, 
behavioral, and emotional problems at prevalence rates that are 3 to 6 times 
as common among deaf children than hearing peers (Meadow & Trybus, 1979). 
Similarly, deaf persons as compared to hearing peers, have been described as 
easily frustrated and lacking In Insight and empathic ability (Ralner, 
Altshuler & Kallmann, 1969), as emotionally and socially Immature (Schleslnger 
& Meadow, 1972) and as experiencing a high Incidence of behavior disorders 
charactered by Impulslvlty, shortsightedness and low Internalized control 
(Altshuler, Deming, Vol lenwelder , Ranler & Fendler, 1976). 

These deficits Impact upon the deaf adult's life In a number of ways. 
Describing deaf rehabilitation clients, Bolton (1976) notes many are 
"deficient In the common knowledge and basic social skills that the average 
hearing person takes for granted" (p. 9). Similarly, McHugh (1975) notes that 
many deaf workers are more likely to lose their jobs for personal and social 
reasons than from poor job performance. In addition. Ford (1985) points out 
that "lack of social skills Interferes with th3 establishment of healthy long- 
term work and personal relationships with other deaf aduits as well as hearing 
Individuals with whom they can communicate" (p. 87). These descriptions 
clearly document a need for preventive and remedial programs that target 
Improving the social skills and social competence of deaf persons, a popu- 
lation that Is clearly at risk (Emerton, Hurwitz, & Bishop, 1979). 
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THE NEW ASSERTIVE YO!l 



Originally pioneered by Salter (1949), wolpe (1969) and Lazarus (1971), 
assert I veness training has become a widely used set of training procedures 
designed to remediate social skills deficits. AlbertI and Emmons (1974) 
define the goal of assert Iveness training in comprehensive terms. Identifying 
the product of training as "behavior which enables a person to act In his or 
her own best Interests, stand up for himself (herself) without undue anxiety, 
to express his (her) feelings comfortably, or to exercise his (her) own rights 
without denying the rights of others" (p. 2). Assert I veness training programs 
focus on many behavioral dimensions Including initiation, maintenance and ter- 
mination of conversations; "standing up" for Individual rights-. Initiation and 
refusal of requests-, giving and receiving compliments; and recognition and 
expression of Justified anger and annoyance In appropriate ways. 

The literature on the topic of assert I veness/soclal skills training proce- 
dures points to successful utilization with osychlatric populations 
(Goldstein, 1973; Hersen, Elsler, Miller, Johnson, & PInkston, 1973), nonwhite 
adults (Cheek, 1977; Landau & Paulson, 1977), stutterers (Coleman, Butcher, & 
Carson, 1980), marital counseling clients (Elsler, Miller, Hersen, & Alford, 
1974), Job-seekers (Wheeler, 1977), and women experiencing difficulties In 
Interpersonal and Job-related situations (Coleman, et al., 1980). In light of 
these findings, these Interventions are frequently recommended In rehabilita- 
tion settings. For example, Jung (1978) notes that assert I veness training may 
be especially useful for disabled persons as they prepare to deal with 
situations related to employment Including Job-seeking (e.g.. Interviewing 
assert Iveness on the Job), and Job-keeping (e.g.. Interacting with co-workers! 
preventing exploitation. Interacting appropriately with employers and super- 
visors subsequent to obtaining employment). 

Despite these recommendations and the potential benefits to be derived 
from training, the use of assert Iveness training as a social skills technique 
appropriate for use with hear I ng- impaired persons has not yet been thoroughly 
or systematically evaluated. In the past decade, only two studies have been 
reported which evaluate the use of assert Iveness training packages with 
hearing- Impaired persons (Sedge, 1982; Turnbow, 1983). Although these studies 
addressed different age groups with markedly different ages at onset for 
hearing Impairment (adult servicemen vs. 8-11 year old children), both 
reported successful Implementation of assert I veness training programs with 
hearing-Impaired persons. in light of these results, the present study was 
designed to develop and evaluate the effectiveness of an assert I veness 
training program in remediating social skills deficiencies of deaf adults 
currently receiving vocational rehabilitation services. Of particular 
Interest were the effects such training might have on social adjustment, self- 
image, emotional adjustment, aggressive/passive behaviors, and impulsivlty of 
deaf persons. 

The Her A ssertive You (N. Long, 1986). Review of the literature on 
available assert 1 veness training programs resulted in the selection of two 
packages (Palmer, 1977; AlbertI & Emmons, 1974) as a guide for developing the 
curriculum. Activities included in the training program were designed to help 
participants: 1) make accurate discriminations between aggressive, passive. 
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and assertive behaviors; 2) Identify, accept, and assert personal rights; 3) 
recognize and accept the rights of others; and 4) assert appropriate self- 
control In situations whei e communication difficulties are experienced. This 
Information Is presented to participants In an eight-chapter handbook that 
Includes the following topics: "What Is Assertive Behavior?; Strength and 
Power and Making Choices; Rights and Responsibilities; Asking for What You 
Want; Saying "No"; How to Deal With Criticism; How to Give and Accept 
Compliments; Being the New Assertive You." 

An accompanying Leader's Manual was developed to provide guidance and 
assistance to group leaders who use the package. The leader's manual followed 
the chapter format of the participant's handbook with additional Information 
provided on chapter objectives, description and discussion ieads, group exer- 
cises and carry-over ass lgnmei-<ts for participant generalization. 

Research Conducted With The New Assertive You 

The curriculum was evaluated using a three group pre/post test experimen- 
tal research design. Thirty residential clients of the Southwest Center for 
the Hear I ng- Impaired participated In the study. All subjects were profoundly 
deaf and of low to low average Intelligence; there were 18 males and 12 
females evenly distributed among the experimental groups. The subjects were 
assigned to an Assert I veness Training group (AT), a Pseudotreatment Control 
group (PTC), or a No Treatment Control group (NTC). Subjects were assessed on 
all measures at pretest and again at posttest. During the Interim 4 weeks, 
the AT group received the assert I veness training package two times per week 
for one and one-half hours; the PTC group met on the same schedule "to discuss 
Job problems;" and the NTC group participated In regular agency activities. 
The AT and PTC programs were conducted by SCKI staff who were trained for pur- 
poses of this study to Implement the Intervention programs. 

To evaluate the program, multidimensional measures of assert I veness, 
social adjustment, and Impulslvlty lovels were Included In the asi^essment bat- 
tery. These measures were selected In consideration of the language, compre- 
hension, and reading levels of the participants. The Children's Assertive 
Behavior Scale (CABS; Michelson & Wood, 1982) was selected as a self-report 
measure of assert I veness due to Its required 4th grade reading level and use 
of clear and simple examples. The Meadow/Kendall Soclal-Emot lonal Assessment 
Inventory for Deaf Students (MK-SEAI; Meadow, 1980), was chosen as an other- 
rated measure of client social adjustment. The Matching Familiar Figures 
Test, Adolescent /Adult Form (MFF; Kagan, 1965) was utilized to assess clients 
on Impulslvlty dimensions. 

Research Results and Discussion 

There were several Interesting and valuable results generated by this 
study. In general, all subjects tended to Improve on all of the variables 
assessed. In particular, subjects from all three groups demonstrated a sig- 
nificant Increase In social adjustment at the p <.01 level, and a significant 
decrease on one dimension of the Impulslvlty measure at the p <.01 level, from 
pre to posttest Ing. A marginally significant Increase for self-Image was 
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found for all subjects as was a marginally significant decrease In total-time- 
to-correct-answer, a second Impulslvlty dimension. Perhaps the most 
Interesting, If not unexpected finding, was a significant Interaction at the 
p <.05 level on the assertlveness-passlvlty dimension. The treatment X 
pre/popttest interaction Is depicted graphically below: 




Pretest 



MEAN PASS'VITY SCORES 

Close Inspection of this chart reveals that the members of the AT group were 
significantly more passive at posttesting than members of either of the other 
two groups. 

There are several plausible explanations for the results obtained by this 
research project. It Is possible that the finding for all subjects to Improve 
In the same rate In the same direction may be explained In terms of the 
day-to-day arrangements whereby all study subjects were free to Interact and 
share Information on a 24-hour basis. In other words, a spillover effect may 
have been generated whereby AT group members may have discussed their spe- 
cial ;zed training activities with members of the other experimental groups, 
in addition, it Is also possible that the group leaders for this study, who 
were on staff at the Southwest Center, may have Inadvertently Incorporated the 
assert I veness trulning techniques Into ether aspects of their dally Interac- 
tions w'th all of their cl lerts. 

The most Nicely explanation for the unusual results of this study points 
to wealcnesses in the assessment measures utilized. Several results (e.g., for 
all subjects to show Improved performances on some of the variables) may be 
due to practice effects whereby subjects, because of prior exposure to, and 
experience with, a measure may show an Improved performance. In general 
however. It seems that the measures utilized, particularly the Children's 
Assertive Behavior Scale, were not as appropriate for use with the deaf popu- 
lation utilized, as might be hoped. The surprising result frund with regard 
to the passivity variable serves to highlight the difficulty encountered with 
the assessment measure utilized. Difficulty was first encountered with the 
administration of the CABS at pretest as \he 3rd to 4th grade reading compre- 
hension level required for utilization of the CABS proved too difficult for 
self-admlnstrat ion by the subjects/clients. Test administrators modified the 
test by administering It In the sign language communication system appropriate 
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for these subjects. Even with this modification, the five response options 
for each question proved to complicate matters as subjects could not remember 
all five to make their choice. Answer options were cut to three, thereby 
possibly sacrificing test sensitivity and validity. 

On a more Interpretive level, the finding t ^r AT subjects to be signifi- 
cantly more passive at post test might also be described In terms of weaknesses 
In the assessment measure utilized for appropriately tapping the dimension of 
passivity vs. reflection. It Is highly probable that subjects of the AT group 
were responding on a qualitative level; by choosing answers that were scored 
as highly passive, these subjects may have been Indicating that they would 
take time to consider (or reflect on) their options, as learned In AT, rather 
than act Ing out Impulsively and aggressively. This Inter pre tat Ion gathers 
additional support from anecdotal Information provided by Center staff who 
described AT group participants as more aware of the need to take time to 
reflect on consequences before choosing their response. However, the limita- 
tions placed on Interpretation of responses called for these results to be 
label led as **passl ve" . 

In general, the results of this study provide a moderate recommendation 
for ut 1 1 Izat Ion of the assert I veness train Ing mater la Is developed. Wh I le 
weaknesses may be cited with regard to the assessment Instruments utilized, 
the results of this study point to strengths In the training materials for 
providing a structured, systematic approach for addressing Inappropriate 
social skills behaviors. The deafness rehabilitation professionals utilizing 
the training package reported utilization of the concepts presented even 
beyond the course of the research project and expressed their relief to have 
access to such formal training materials. Finally It should be emphasized 
that the structured assert I veness program should serve as a **flrst step'* In 
remediating the social skills difficulties presented by many deaf clients. 
Such a structured, proactive measure should serve to lay groundwork for a more 
individually focused program that Is tailored to the specific needs of clients 
that are being served. 

GOAL SETTING SKILLS TRAINING 

The ability to establish goals and plan for their Implementation has rami- 
fications for numerous spheres of an Individual's life. This Is particularly 
true for employment and personal/social functioning as success In these 
spheres of living depends heavily upon the Individual's ability to establish 
goals and act to carry them out. Hear Ing- Impaired adolescents and young 
adu Its, however , may be at r I sk for t he deve I opment of ma I adapt I ve goa I 
setting skills. In a recent article. White (1982) Identified several "areas 
of needed Improvement" In hear Ing- Impaired adolescents as reported by educa- 
tors. Among the areas r.«ost urgently In need of Improvement were an awareness 
of one's goals and developing the ability to make sound decisions. 

Several hypotheses exist for explaining why hear Ing- Impaired adolescents 
and young adults may be hindered In the development of their goal setting 
skills. Language deficits may be Involved In this situation. If adolescents 
or *^Dung adults do not possess the linguistic ability to express needs, 
desires, and feelings, then their behavior may likely be characterized by a 
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high degree of Impulslvlty; a behavior ihat clearly mitigates against goal 
setting and problem solving skills (Harris, 1978). Meadow (1976) has addi- 
tionally suggested that language deficits serve to limit the Individual's 
ability to delay gratification and may therefore hinder efforts to teach a 
"work ethic" motivated by long-term rewards. Language deficits have also been 
found to be related to rigidity. An Individual with Inadequate language 
development may learn and adopt one basic set of rules and strategies for 
dealing with the world that Is then utilized consistently without regard to 
the unique asoects of a particular situation. 

Another related explanation for the reported poor ability cf hearing- 
Impaired adolescents to utilize appropriate goal setting skills Is that of 
"psychocultural " or social learning deprivation (Meadow, 1976). That Is to 
say, thdse adolescents may not have been exposed to the variety of Input and 
feedback available to hearing adolescents within our culture. Similarly, 
Levlne (1963) noted that deaf persons manifest a cultural deprivation that she 
believed was a result of failure on the part of parents, teachers, and other 
significant persons In the deaf Individual's life to provide the Information 
and experience necessary for the development of skills for successful life 
adjustment Including the ability to recognize, develop and strive to attain 
personal {toals. 

Goal Sett ing Skills Training (GSST, G. Long, 1986) was developed In 
response to these needs. This package uses a systematic group counseling 
experience to facilitate Individuals' abilities to establish goals for them- 
selves and develop plans for their Implementation. As such. It targets the 
"receiving" and "processing" components of the feedback loop theory of social 
skill Identified earlier (Wallace et a I., 1980). Group participants are 
taught the necessity of setting goals (a receiving skill) and how to Identify 
and Choose among various response strategies to meet their goals (a processing 
skill). « K « 

The GSST curriculum was derived from Personal Achievement Skills training 
(PAS, Means & Roessler, 1976; Roessler & Means, 1976). This original program 
teaches goal setting, communication, problem-solving, and behavioral self- 
control skills that can be used to augment psychosocial adjustment services In 
rehabilitation. Prior studies have documented the effectiveness of the 
comprehensive PAS prograrr In facilitating self-reported increases In goal 
setting behavior and goal attainment with general rehabilitation clients 
(Roessler & DeWeess, 1975) and with visually handicapped persons (Roessler, 
1978). in addition, Roessler, Cook, and LI I lard (1976) foind that PAS par- 
ticipants demonstrated gains in self-ratings of their life perspecti e, voca- 
tional and interpersonal maturity, vocational functioning, and goal 
attainment . 

The development of GSST Involved several programmatic adaptations and 
modifications of the PAS component on goal setting skills. The resulting 
program Included modifications In the language used, organization of the 
training into 10 specific curriculum activities, and changes In the assessment 
measures. in addition to simplifying the language used In the training 
materials, a number of examples were developed to highlight deafness-related 
Issues In an effort to Increase the Intervention's realism and Impact. 
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The GSST program was divided Into two major phases, goal definition and 
program development. The first five curriculum activities focused on goal 
definition and the second five focused on the behavioral specification of 
goals and program development for goal achievement. 

Goal Definition . The emphasis within goal definition activities was to 
facilitate group participants' awareness of the multitude of potential goals 
available to them In their dally lives (e.g., going to a movie, reading a 
boolc, obtaining a good Job, going to college) and subsequent choice of a goal 
that Is Important to the participant. Emphasis was placed upon making goals 
behavioral iy defined, observable and therefore capable of measurement. If 
participant goals are not behavioral ly defined then the subsequent plan of 
action (I.e., program development activities) Is doomed to failure. To ensure 
that goals are unambiguous they must be behavloraMy and s Ituat lonal ly defined 
with a stated time li^lt. For example. If an Individual stated that he or she 
wanted to be "less critical" a problem arises as to the exact meaning of this 
goal. Where does the Individual want to be "less critical." To whom? By 
when? This goal might be better stated as "to make four complimentary state- 
ments a day to my friends and family by October 9th." 

Program Development . The second major component of GSST, program develop- 
ment. Is designed to help participants develop and select effective responses 
to accomplish their goals. The essence of program development Involves Iden- 
tifying a behavioral goal and specifying performances required to reach that 
goal. After defining a behavioral goal, the participant completes the 
remaining program development responsibilities by a) specifying steps, behav- 
iors, or performances Involved; b) estimating deadlines for each step; and 
c) projecting the anticipated results from each step. 

Implementation of program development Involves a six-step process. 
Initially, participants are taught that a program Is similar to a game plan of 
things they will cfo to achieve a goal. Following this, the rules they should 
follow to develop a program and achieve their goals are: 



Training In Goal Setting Skills Training thus proceeds In a sequential fashion 
wherein participants master the skills of goal definition prior to learning 
how to develop a program for goal achievement. 

Resei^rch Conducted With Goal Setting Skills Training 

The GSST curriculum was evaluated by RT-31 using a simple pretest/posttest 
control group design with three groups of hear I ng- Impaired adolescents and 



Step 1 
Step 2 
Step 3 
Step 4 



BehavloraMy define the goal 
Brainstorm Ideas 

Put the behaviors In steps from least to most difficult 

Go back through the list of steps. Revise and refine the 

steps, litodify the steps so that each step Is slightly more 

difficult than the previous step. Leave out any unnecessary 

steps. Make the last step your goal. 

Set a reasonable deadline for each step. 

State how many times you will practice each step. 



Step 5: 
Step 6: 
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young adults In two different settings (I.e., Arkansas School for the Deaf and 
the Hot Springs Rehabilitation Centr In Hot Springs, Arkansas). At the 
Arkansas School for the Deaf two separate groups were conducted. The first 
group was composed of high school Juniors within the school's gifted and 
talented curriculum. The second group Included seniors within the school's 
general vocat I ona I /academic track. The group conducted at the Hot Springs 
Rehabilitation Center Included hear Ing-l^pa I red high school graduates who were 
Involved In the Center's work adjustment program. 

To evaluate the effectiveness of the GSS"; curriculum, four measures were 
used: the Meadow-Kendall Soclal/Emot lonal Adjustment Inventory for Deaf 
Students, a self-esteem scale, and two measures of goal setting and problem- 
solving abilities developed specifically for this study. To ensure that par- 
ticipants understood the assessment measures all Instructions and questions 
were communicated to them via their primary communication mode (typically 
manual communication). In addition, assessment Instructions were modified to 
fit the vocabulary and background of the subjects. 

Research Results and Discussion 

The preliminary analysis of outcome data Indicates that this technique 
appears most suited to those individuals at the higher end of the continuum 
with respect to language development. Intelligence, and reading ability. 
Specifically, only those adolescents In the gifted and talented curriculum 
classes at the Arkansas School for the Deaf exhibited statistically signifi- 
cant change In their abilities to establish goals and develop plans In 
response to problem situations. This group possessed an average IQ of 120 and 
reading level of 7.7 as measured by the Stanford Achievement Tests. In 
contrast, the participants In the remaining two groups were statistically 
average for hear Ing-lmpa Ired adolescents with a mean IQ of approximately 101 
and reading levels of third grade. 

The lack of apparent Improvement found for the "lower funct Ion Ing" par- 
tlclpants may likely be attributed to the Insens I t Iv I ty of the assessment 
measures. In other words, the participants may have Improved In their goal 
setting abilities and yet the assessment measures were unable to detect this 
change. It appears more likely, though, that participants with lower general 
functioning levels may have found this Intervention too abstract and verbally 
laden. Support for this argument is found In a study which evaluated the 
comprehensive Personal Achievement Skills training curriculum with lower func- 
tioning clients at a general rehabilitation center (Roessier, Hoffman, & 
Garber, 1980). They found that these clients (many with IQs below 70 and 
reading levels )eiow fourth grade) did not derive the same type of benefits 
found In prior investigations of the effectiveness of PAS training. They also 
hypothesized that the curriculum may be too abstract and need to include more 
action oriented activities to gain maximum impact with this group. 

A major weakness of the GSST curriculum, as previously stated. Is that the 
content may be too abstract and verbally laden for the majority of clients for 
whom It was designed. Many individuals learn most effectively when instruc- 
tional content includes both diadact ic/discussion material and action oriented 
practice Including role-playing, benavloral rehearsal, in vivo practice, etc. 
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The combination of Instructional strategies encourages ar. intellectual under- 
standing as well as practice In performing the "learned" material. As 
currently developed, the Goal Setting Skills Training curriculum emphasizes 
the former with little attention to actual Implementation of learned skills. 
As preliminary analyses Indicate, an emphas!i$ on Intellectual discussion may 
only be of benefit to those hearing-Impaired Individuals who function at the 
higher end of the cont Inuum w I th respect to Intelligence and lanv^uage develop- 
nent . 

As a positive contribution, the GSST curriculum was found to encourage 
future pi ^nlng. Participants are Introduced to the concept that they can 
Influence their future goals and activities by taking an active role In 
planning for their Implementation. Dbcalled strategies are presented 
regarding how to best develop plant for attaining one's goals. Participants 
learn how to generate alternatives and rank order them In terms of their dif- 
ficulty. This strategy allows them to attain smaller goals In the process 
obtaining their ultimate objective. 

SUMMARY AND CONCLUSIONS 

This chapter reviewed the development and evaluation of two social skills 
training curriculum developed for use with hear Ing-lmpa I red adolescents. The 
two packages Included The New Assertive You (N. Long, 1986) and Goal Setting 
Skills Training (G. Long, 1986), both of which were shown to be moderately 
effective In producing changes In target behaviors for some clients. One of 
^he stronger findings of these studies Involved the usefulness of the proce- 
dires as perceived by the practitioners who Implemented the training. Rather 
than being forced to rely on *helr own resources dur L i training, the packages 
provided structure that helped focus content ind a^^tlvltles In the group. 
Despite these data. It would appear that a number of questions remain 
unanswered In regard to these methods. Are the moderate results due to Inade- 
quacies In the measures used to evaluate the training packages? What groups 
or subgroups of deaf persons are the materials best suited for? Are further 
activities and exercises needed to reduce the more abstract group discussions 
of content and to assist clients in actively translating these ideas into 
their lives? Will clients use the skills they have learned during training 
and remember them over time? Will these skills have any Impact on the clients 
perceived quality of their lives? Clearly, more data are needed to answer 
these questlon3. However, it does appear these packages are pc/centiai iy use- 
ful strategies for use with deaf clients, especially as a starting point that 
loads to a more individualized program that builds from the goals and concepts 
Identified and taught. 
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ASSESSING THE LANGUAGE COMPETENCE 
OF DEAF ADOLESCENTS 



MIMI WHFIPING LOU 



This paper describes a measure designed to assess the 
linguistic and communicative competence of deaf adolescents 
and adults without regard to the particular language 
variety, mode, and/or unique Intermixing of these v*ilch may 
be used by a deaf individual. This conversation measure of 
linguistic, comriunlcat ive competence was used In a study 
examining the Interrelationships amonp linguistic, cogni- 
tive, and social functioning for a grour of deaf ado- 
lescents. The findings from this study are used to discuss 
the rel labi I Ity and val idlty of the measure. 

It Is accepted almost as a truism In ♦he field that language competence 
p. ays the central role In the d /elopment of prellngual deaf individuals, and 
that language difficulties underlie the other difficulties experienced by 
these individuals In all areas. Including cognitive-academic and soclal- 
emotlonal. What Is surprising Is the paucity of measures available to assess 
the general language and communicative competence of the prellngual deaf. 
This paper describes one such measure developed to evaluate the language com- 
petence of a group of deaf adolescents without regard to the particular 
language variety, mode, or unique combination of these that are used by a deaf 
I nd I V I dua I . 

This measure was developed for a specific study, th*5 adolescent round of c 
longitudinal study of a group of prellngual deaf adolescents. At the time tne 
measure was conceived, a review of available language measures under use for a 
deaf population Identified many measures for assessing English language c - 
petence; few, but no generally accepted measures for assessing competence in 
American ^Ign Language; no measures to assess competence in any of the other 
language urieties falling between ASL and English; and no measures assessing 
language competence when a combination of language varieties and mode choices 
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were used. The situation In terms of language use by the prellngual deaf 
population was In striking contrast to this. While ail deaf adolescents and 
adults have received formal Instruction only In the English language during 
the course of their education, Including the two-thirds of deaf students 
enrolled In Total Communication programs In the 1970's, nevertheless, three- 
quarters of the prellngual deaf adult population were said tc use ASL. Given 
the history of extensive English Instruction and no formal ASL instruction, it 
was and remains^ likely that the great majority of the prellngual deaf adult 
population actually uses some language variety falling within the bounds of 
what Is called Pidgin Sign English or Pidgin ASL. In any case, if the 
language competence of such a mixed language population were to be 
appropriately assessed, clearly, a new language measure was required. 

THE INTERVIEW ^ 

The Instrument which we developed to be a " language- independent" or 
"language-fair" measure of communication and language competence is based on 
an interview with the subject (see Interview protocol in the Appendix). The 
interview Is structured to follow a conversational format, with both inter- 
viewer and Interviewee taking turns asking questions of the other. The Job of 
the interviewer is to make the interviewee feel comfortable "chatting" in this 
situation. Thus, the interviewer him/herself must feel comfortable, at ease, 
and fluent using any of the language varieties and mode combinations preferred 
by the Interviewee, and must be encouraging of the interviewee to communicate 
In whatever fashion best suits that individual. 

In content the interview is structured to cover familiar ground, rather 
than question the Interviewee about topics that s/he may know little about. 
This Is because the measure Is designed to evaluate best communication skills, 
rather than level of knowledge or thinking. We can more correctly expect, 
then, that llP*ltatlons In what an individual expresses reflect restrictions in 
treir ability to communicate rather than lack of knowledge. The interview Is 
also designed to tap a range of language functions. Thus, each individual Is 
asked to describe, explain, tell an anecdote, offer an opinion end Justify it, 
arir;ae, and to question. The interview is constructed to elicit a range of 
grammatical constructions, from simple listings and phrases through possibly 
very complex sentences. Each Individual Is asked to tel! aboul an accident or 
a funny anecdote as a way to elicit language which has been previously 
rehearsed and organized. After ail. It Is rare that the story of an accident 
has not been told over and over again. The last sect ion of the interv lew 
about rul6« asks the students to present their arguments in favor of changing 
a rule of their choosing as if they were arguing with their parents or 
teachers or school principal. This part of the Interview offers the oppor- 
tunity to use a more formal code if the student might wish and Is able to do 
so. 

SCORING^ 

There are three major scales for scoring the interview: Communicative 
Competence, Linguistic Competence, and Organizational Ability. The Scale of 
Communicative Competence Includes four separate subscales: 
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1) Comprehension: Quantity of Information Understood by Subject 

2) Production: Quantity of Information Understood by Evaluator 

3) Production: Ease In Understanding Subject 

4) Fluency 

The Linguistic Competence Scale also Includes four separate subscales: 

1) Grammar Usage: Correctness 

2) Grammar Usage: Range 

3) Vocabulary: Correctness 

4) Vocabu I ar y : Range 

The Scale of Organizational Ability Is a single scale, but evaluation of this 
includes a consideration of the following aspects: cohesion, pertinence, 
logic, and elaboration. 

While the Communicative Comoetence Scale evaluates communication at the 
levei of the conversation, the Linguistic Competence Scale evaluates com- 
munication at the sentence and word level, and the Organizational Scale eval- 
uates at the paragraph or topic levei. Ail the ratings are made on the basis 
of four-point scales, with a "1" Indicating many errors or problems, or a 
restricted range, up to a "4" for no problems/errors, or a broad range. Two 
samples of the four anchor points for different subscales are presented In 
Table 1. 

Evaluators are asked to first give a gross score. I.e., a "1," "2," "3," 
or '4." This forces the raters to make a decision whether the subject falls 
into the better end or the lower end of each subscale. After the forced 
assignment of a gross score, evaluators are allowed the assign a fine score. 
If desired, which includes points midway between the anchor points. 

There Is anotht .atlng scale which is used In the scoring, although this 
scale is descriptive lather than evaluative. This scale describes where the 
Interviewee's language falls on the ASL - English continuum: 

1. This person Is using ASL. There Is very little or no English. 

2. This person Is using mostly ''^L, but there is some very obvious 
English mixed with the ASL. 

3. This pe'-son Is using a mixture of ASL and Eng.lsh. it Is difficult to 
say which language the person Is using. 

4. Tnis person is mostly using English, but there Is some very ASL mixed 
with the Engl l3h. 

5. This person Is using English. There Is very little or no ASL. 

Please note that the anchor points have nothing to do with how well the person 
uses either ASL or English, which should be captured In the evaluative rating 
subscales of Communicative and Linguistic Competence. 
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TABLE 1 
Sample Anchor Points 



Communicative Competence; Fluency 

4. Uo hesitations; person Is totally at ease signing/speaking. 

3. A few hesitations; person Is generally at ease signing/speaking. 

2. Many hesitat ions; person has not iceable di ff iculty in f low 
mun icat Ion. 

1. Many hesitations; responses few and short; person is unabie to 
any kind of extended conversation. 

Linguistic Competence; Range of Vocabulary Usage 

4. Displays a broad range of varied vocabulary items. 

3. Generally displays an adequate range of voca'ilary items. 

2. Vocabulary knowledge Is somewhat limited. Lots of repetition of similar 
vocabulary Items. 

1. Only uses basic limited set of vocabulary Items. There may be some dif- 
ficulty In communication because of this. 

There were or iglnal ly two other subscales included in Linguist ic 
Competence » which should be mentioned. These were scales to rate the 
"phonological" aspects of each Individual's speech or sign production: one 
scale to evaluate correctness of sign/speech production, and one to evaluate 
the clarity of sign/speech production. The six subscales of the Linguistic 
Competence Scale thus evaluated the three aspects of language: grammar, 
vocabulary, and phonology. The decision to drop the two "phonological" 
subscales was later made, however, because we felt that these were "unfair" to 
the oral students and, thus, ran counter to our original aims in developing a 
language- and mode-fair measure. While it is to be expected that the speech 
of prellngual deaf Individuals will be hurt by the profound hearing loss, the 
same Is not true for the signing of prellngual deaf Individuals with no other 
majoi disability. If quality of sign or speech production were to be com- 
pared, then, for a prellngual deaf population, we could expect the speech pro- 
duction ratings for oral deaf to be depressed compared to the sign production 
ratings for those using a manual system. Although phonological aspects are 
important for effective communication, we decided to drop these two subscales 
because we could not find a way to equate ratings between the oral and manual 
groups. 



of com- 
carry on 



APPLICATION OF THE MEASURE 



This language-fair measure of communicative competence has been used in a 
study of 39 prellngual deaf adolescents, ranging In age from 15-17 years. The 
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application of the measure in this study will be described and the findings 
from this study will be discussed as evidence supporting the validity and 
re I lab I I Ity of the measure. 

The students In the study »«»re all participants In a longitudlna. begun In 
1969 by Schleslnger and Meadow .972). when the children ranged In age from 
2 1/2-4 years. At the time c. the first round, the 40 original subjects met 
the following criteria for inclusion In the study: profoundly, preilngually 
deaf (with a hearing loss of at least 80 dB In the better ear): no other major 
diagnosed handicap; living with both white, English-speaking parents; enrolled 
In preschool; Judged to be not retarded or slow by their teachers; and not a 
twin. Four of the children were enrol lea In Total Communication preschool 
programs at the time of this first round, with the other 36 children enrolled 
In oral preschool programs. At the time of the adolescent round, 39 subjects 
returned to participate again. Of these students 13 were still enrolled In 
oral programs, while 12 attended public day programs holding a Total 
Communication philosophy, and 14 were enrolled In public residential programs, 
presumably with at least some exposure to ASL. They were In grade levels 
ranging from 7th through nth. 

One of the alms of this round of the study was to examine the Interrela- 
tionships a.-aong different ar-.ds of development - linguistic, cognitive, and 
social - for this population. Therefore, each adolescent with at least one 
parent came to the University of California Center on Deafness In San 
Francisco for two full days of assessirant. The li.st of measures and tasks 
used with each subject can be found In Table 2. 

The coflmunlcat ive competence conversation measure was scheduled for the 
early afternoon of the first day of assessment. This meant that the students 
were still relatively fresh, but, at the same time, had spent enough time with 
the research team, particularly t:.e interviewer, to feel comfoi'able. Each 
interview lasted approximately 45 minutes, and was videorecorded on split 
screen with one camera focused on the interviewer and one on the adolescent. 
The Interviewer was the hearing daughter of deaf parents. She held a 
Comprehensive Skills Certificate with over 16 years professional Interpreting 
experience. She had also attended workshops on hoth SEE II and oral 
Interpreting. She also had over ",3 years working with deaf students, mostly 
in a residential school setting, and was presently completing graduate work 
for a Master's degree In counseNng psychology. During the conversation, tne 
interviewer tried to use a language variety, mode, and style of communicating 
which the adolescent had shown comf Tt with over the activities and scheduled 
breaks of the preceding morning. 

Three excerpts from each videotape were copied for scoring purposes. 
These were the sections describing an accident, telling something about some 
given topic (e.g., pets, sports, T.V., books), and offering an opinion and 
discussing a serious topic such as gun control. These excerpts ran a total of 
about 15-20 minutes. Each was scorud by a rater who was a professional 
interpreter, holding a CSC for over 8 years, and working in the field of 
Interpreter training for 5 years. 
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TABLE 2 
List of Measures 

A. Communicative Functioning 

1. Conversation Measure, Including scales for: 

a. Linguistic Competence 

b. Communicative Competence 

c. Organizational Ability 

2. Reading Comprehension (Stanford Achievement Test) 

3. Written Engl ish Syntax 

4. Stnry Recai 1 

*5. Language-Mode Familiarity (ASL. Signed English, SEE, Oral English) 
"^6. Speech Intel I igibi i ity 

B. Cognitive Functioning 

1. Intel 1 igence, including: 

a. WiSC-R Performance Sea id 

b. WiSC-R Verbal Subscaies: informa.lon. Similarities, Comprehension 

2. Reasoning (Piaget's Pendulum Problem) 
"^3. School Achievement (Grades) 

C. Psychosocial Funct ioning 

1. Self-image (Meadow Pictorial Scale) 

2. Socioemot ionai Adjustment (Meadow-Kendall Scales) 

3. impuisivlty (Rorschach, Draw-a-Llne, Porteus Mazes) 

4. Quality of Mother-Adolescent interaction 
* not included in present analyses 
RELIABILITY 

Two Other evaiuators rated a suoset of 10 of the 39 interviews indepen- 
dently. One evaiuator was. In fact, the original interviewer herself, though 
she made these evaluations over a year after conducting the last interview for 
the study. She rated a subset of 10 Interviews selected at rando^n, including 



ERIC 



255 

27u 



adolescents who preferred using oral English, those preferring to use some 
system of manual English, and those preferring ASL. The Interpreter agreement 
between these two evaluators for the separate subscales ranged from .83 - .97. 
A third evaluator rated another subset of 10 Interviews which were selected at 
random from among only those students relying solely on a manual language 
system. This judge was a hearing- Impaired native ASL user who also taught ASL 
at a college level. The interrater agreement between this second reliability 
rater and the original Judge ranged from .58 - .76 on the communicative com- 
petence subscale ratings, and from .52 - .81 on the linguistic competence 
subscale scores. Different scales for the evaluation of organizational 
ability were used by these two Judges, so the level of Interrater agreement on 
this dimension cannot be calculated. 

VALIDITY 

Ther5 are two aspects of validity which are of significance. One is the 
Issue of whether this measure does assess linguistic, communicative skills. 
If the answer to this Is affirmative, then the second issue is whether the 
measure Is actually "language-fair" in ^^he sense of evaluating linguistic, 
communicative skills without regard to the particular language variety, moda, 
or unique intermixing of these used by the individual communicator. These two 
Issues of validity will be discussed separately. 

The findings regarding the interrelationships among the variety of 
measures used In this round of the study suggest that this conversation 
measure does. In fact, assess linguistic, communicative skills. The strength 
of the relationships between the three conversation scales of Linfluistic, 
Communicative, and Organizational Competence and the other language! cogni- 
tive, and social measures analyzed can be seen in Table 3. 

It is Clear that the three scales taken from the conversation measure itself 
are highly Interrelated, with r ranging from .46 - .63. Furthermore, these 
three scales are also related to the other language measures taken: reading 
comprehension, written English syntax, and story recall, ^he relationship of 
Organizational Ability to these other language measures is particularly 
strong, with correlations of about .55; followed by the relationship of 
Linguistic Competence to these three other measures, with correlations of 
about .40. What is even more striking are the relationships between the three 
conversation scales and the three verbal subscales used from the WiSC-R. 
Again, the strongest relationships tend to be those between Organizational 
Ability and the WiSC-R verbal subscales, particularly the Similarities and 
Comprehension subscales. Again, the relationships between Linguistic 
Competence and these cognitive subscales are also quite strong, while the 
relationships between Communicative Competence and these measures are notice- 
ably weaker. Level of reasoning as assessed with Piaget's pendulum problem is 
also Clearly related to both the Linguistic Competence and Organizational 
Scales of the conversation measure. 

At the same time that the relationships between the conversation scales 
and the other language measures and the verbal cognitive measures are quite 
strong, the relationships between the three conversation scales and perfor- 
mance I.Q. and the social measures are noticeably weak. Out of these last 
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TABLE 3 



Relationship of Conversation Measures to Other Measures 



L I ng ■ Comp Comm. Comp Organ 



Other Language Measures 

Communicative Competence 
Organ I zat lona I Abl I I ty 
Reading Comprehension 
Wr Itten Engl Ish Syntax 
Story Recal I 

Cognl t Ive Measures 

WISC-R Performance Scale 
WISC-R Information 
WISC-R Siml lar It les 
WISC-R Comprehension 
Pendulum Problem 



.63" 

.46*' 

.40* 

.39* 

.40* 



.05 
.41*' 

.50*^ 
.34* 



.58" 
.26 
.36* 
.38* 



.08 

.29 

.34* 

.33* 

.10 



.54" 
.56* 
.55* 



-.16 
.44* 
.61* 
.64* 
.41* 



Social Measures 



Meadow-Kendall Social Adjustment 
Meadow-Kendall Emotional Adjustment 
Meadow-Kenda I i Self-image 
Meadow Self-image 



.31 

.36* 

.17 

.12 



.29 
.20 
.12 
.19 



.29 
.20 
.28 
-.02 



measures, only the relationship between linguistic competence and 
Emotional Adjustment Scale of the Meadow-Kendall measure Is worth noting. 



the 



Thus , 1 1 
is closely 
unrelated to 



appears that whatever the conversation measure Is assessing, it 
related to verbal and verba I -cognl t ive sicl I Is, while being 
nonverbal cognitive ski. Is and social-emotional variables. 



The question remaining, then. Is this: Is this measure of linguistic com- 
municative competence fair regardless of what particular language variety, 
mode, and/or combination of these that a deaf individual chooses to use for 
the assessment procedure? There is some evidence from this study suggesting 
that the answer Is yes. If the adolescents are divided according to the 
language variety used for the conversation measure, then 18 students were 
rated as using English only (or "E") on the ASL-Engllsh scale, while 21 would 
fall Into a mixed group of individuals using anything from ASL to 



a Imost-pure-Engi Ish-but-not-qui te (I .e. 



rating of "A"-"D" on the 



ASL-Engllsh dimension). A comparison of these two subgroups, the English-only 
and the Mixed, shows no significant differences In mean scores on any subscale 
of the Linguistic Competence, Communicative Competence, or Organizational 
Ability Scales. This lacic of difference could be Interpreted in at least two 
ways. The first possibility Is that the language measure Is fair and no dif- 
ferences can be found in groups according their language of choice. A second 
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possibility Is that the measure unfairly Inflates the scores of subjects using 
one language variety. in other words, although It is actually the case that 
the users of one language variety are more linguistically competent than the 
users of the other language variety (or varieties), nevertheless, somehow the 
application of the conversation measure unfairly equates the performance of 
the two groups. This second possibility, however, seems less likely given the 
findings regarding the patterns of Interrelationships found between the con- 
versation scales and the other language and verba l-cogn I t I ve measures, which 
support the validity of the conversation Instrument. 

CONCLUSION 

The conversation measure described has been used effectively with a group 
of deaf adolescents who represent a broad mix of language backgrounds and pre- 
sent usage. It was developed In order to evaluate the linguistic, com- 
municative competence of these students without regard for the particular 
language variety, mode, and Intermingling of these which the student might 
use. Evidence has been presented suggesting that the measure does. In fact, 
evaluate skills which are at least closely related to other language and 
verbal-cognitive skills. Evidence supporting the suggestion that the measure 
Is "language-fair" has also been presented. 

At the same time, much work remains to be done in the future If this 
Instrument Is to be broadly accepted for research and educational and cilnlcal 
application as a truly valid and " language-fo ' . " measure of language and com- 
munication competence. One necesjary step is the broadening of the study 
sample to Include deaf adults, as well as deaf adolescents and adults who are 
native ASL users. The Inclusion of a broader range of language e:.perience and 
background for the population studied may well result In the refinement of 
anchor points for the various subscales of the Linguistic Competence, 
Communicative Competence, and Organizational Ability Scales. Ultimately, the 
coheslveness and the Interrelationships among the various subscales must be 
examined as well using factor analytic techniques. In the meantime, however, 
this conversation measure represents an approach to be tried when the language 
competence of deaf Individuals must be assessed Independently of their own 
preference for a particular language variety, mode, or unique combination of 
these. 
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FOOTNOTES 



Su' Fischer, National Technical Institute for the Deaf, Rochester 
Institute of Technology, consulted on the development of the conversation 
language measure. She Is primarily responsible for the final version of 
the httervlew protocol. 

James Woodward, Research Institute, Gallaudet College cons 'ted on the 
development of the rating scales, and Is primarily responsiuie for the 
subscales of communicative competence and linguistic competence and for 
the descriptive rating en the ASL • English din.anslon. 

This research was funded by NIHR Grant #0008300146 sO the University of 
California, San Francisco, Center on Deafness. Thanks go to many people: 
Michael Acree, who helped collect and analyze the data; Hllde Schleslnger, 
whc> made It possible to conduct this woric; infill lie Stansfleld for helping 
with data collection; Susan Fischer for consul at Ion on the development of 
the conversation protocol: and James Woodward for consultation on the 
development of the evaluation scales for the conversation measure. 
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APPENDIX 



Conversation Language Measure: Interview Protocol 



Introduct Ion 



We're going to talk a little, so we can learn more about each other. I'm 
Interested In you and what you like to do. So I ' 1 1 ask you some questions, 
and you can as< me some questions If you want, O.K.? If you don't feel like 
answering a question, th w's O.K., you don't have to. Do >ou want to ask me 
anything before vft start' 

House 

Let s start by your telling me about your house. What does your house 
look like? Can you describe It to me? (Outside, inside). What does your 
room look I ike? 

That's different from my house. My house Is . . . 
What do you I iKe to do when you are home? 
Act I V 1 1 1 es 

Do you have something that you are really good at doing, an expert at? 
Can you tell me how to do that? 

Have you ever ..ad a really bad accident? Can you describe that to Tie? 

Tell me what happened? 

(Or, describe the funniest thing . . .) 

Topic 



O.K., as a change, I'm going to give you a topic and y^a talk a short tlr..^ 
about It. You can give me a topic, too. We can take turns. Do you want to 
start first, or shal I I? 



cats or dogs, pets friends sports 

ESP T.V. books 

babies candy 



Serious Topics: Personal Opinion 

I'd like to ask your opinion on a couple of topics. (Choose two onlyj. 
You heard about President Reagan and ^ he Pope and President Sadat being shot? 
What do you think should be done to prevent people from being shot (gun 
control )? 
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Do you think deaf people should be allowed In the army? 
R ules 

Someday you'll probably be a paren* and have chllaen, too, right? Well, 
I'd like you to Imagine now that you are a parent and that you have a child 
that is the same age as you ~ How old are you now? 

O.K., your child Is now , same as you. What kind of rules would you make 

for them? Why do you choose those rules? 

How about at hor,.^ (or school) for you. What kind of rules do your parents 
(teachers, principal) have for you? Do you agree with those rules? Why 
(not)? Are there any (or Which rule) would you like to change? O.K., let's 
say that your parents are willing to listen to your reasons to change that 
rule. What would you say to them to convince them to change that rule? 
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GENERALIZATION STRATEGIFf; FROM THE 
PATHS PROJECT FOR THE P'^EVENTION OF 
SUBSTANCE USE CISORDERS 



CAROL A. KUSCHE 
MARK T. GREENBERG 
ROSEMARY CALDERON 
RUTH N. GUSTAFSON 



The present paper presentc* an extension of the PATHS 
Curriculum as a method for preventing the development of 
Substance Use Disorders In deaf adolescents. Following a 
review of Substance Use Disorders In general, substance 
abuse and related Issues In the deaf population are 
discussed. The theoretical concepts underlying the PATHS 
Currlcuir ire then reviewed, a brief account of the cur- 
riculum .s provided, and some of the major research 
findings are summarized. Finally, an adaptation of PAIHS 
for preventing substar;ce abuse is discussed and twc 
transcripts of actual lessons are provided. 

Two years ago, the companion to this paper was presented (Greenberg, 
Kusche, Gustafson, & Calderon, 1985), In which the PATHS Curriculum, a program 
designed to Improve self-control, emotional understanding, social awareness, 
self-esteem, and Interpersonal problem-solving skills In deaf elementary 
school-aged children was first Introduced. In the first paper, the theoreti- 
cal background behind PATHS and the first year outxme results of the PATHS 
Project were also described. In the present paper, an extension of the PATHS 
Curriculum as a method for preventing the development of Substance Use 
Disorders In deaf adolescents will be discussed. The present paper will begin 
with a general review of Substance Use Disorders followed by a discussion of 
substance abuse and related Issues In the deaf population. The theoretical 
background of the PATHS Curriculum will then be reviewed, a brief description 
of the curricalum will be provided and the major research findings to date 
will be summarized. Finally, the adaotatlon of PATHS for preventing substance 
abuse will be discussed and I'wo examples of actual lessons wiii ba provided. 
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SUBSTANCE USE DISORDERS; DEFINITIONS, FEATURES, COMPLICATIONS, AND PREVALENCE 



in the third edition ot the Diagnostic and Statistical Manual of Mental 
Disorders (1980), or DSM-III as It Is more generally called. Substance Use 
Disorders are diagnosed on Axis I, which classifies these types of conditions 
as clinical syndromes. DSM-ill Is the diagnostic handbook used by the 
majority of mental health service providers In this country. In other words, 
the majority of clinicians In this country agree thai Substance Use Disorders 
are clinical syndromes for which Individuals need treatment. 

Substance Use Disorders are defined In DSM-III as a diagnostic category 
which "deals with behavioral changes associated with more or less regu'ar use 
of substances that affect the central nervous system" (p. 163). DSM-lll 
further d I st I ngu I shes between Substance Abuse and Substance Dependence . 
Substance Abuse Includes a "pattern of pathological use. Impairment In social 
or occupational functioning due to substance use, and minimal duration of 
disturbance of at least one month" (p. 163). Substance Dependence, on the 
other hand. Includes "Tolerance or withdrawal" (p. 163). For alcohol and can- 
nabis dependence, "a pattern of pathological use of Impairment in social or 
occupational functioning Is also required" (p, 163). The five substances 
associated with both abuse and dependence Include alcohol, barbiturates or 
hypnotics, opioids, amphetamines, and cannabis. The three additional sub- 
stances related only to abuse Include cocaine, PCP, and hallucinogens. 
Tobacco Is associated only with dependence. 

Personality disorders and disturbance of mood are often present in addi- 
tion to substance use and may be intensified by It. For example, an Individ- 
ual may use alcohol or drugs in an attempt to treat symptoms of anxiety or 
de*)resslon. In a temporary sense, this form of "treatment" generally does 
alleviate mental pain, and po Is strongly reinforcing In the short run. in 
the longer run, however, the Individual's symptoms may be intensified. 
Depressive symptoms are ther-^fore frequently noted as complications of 
Substance Use Disorders, and ti high rate of suicide by Individuals with 
Substance Dependence Is partially accounted for by these associated depres^jive 
symptoms. 

Substance users frequently evidence a deterioration in their general level 
of physical health over a per . >d of time. Organic Brain Syndrome, for 
example. Is a complication frequently found with all types of Substance Use 
Disorders. Physical complications associated with chronic Alcohol Dependence 
Include cirrhosis, hepatitis, gastritis, peripheral neuropathy, and Increased 
risk and seriousness of pneumonia, heart disease, tuberculosis, and neurologi- 
cal disorders. Serious physical disorders most commonly related to Tobacco 
Dependence Include emphysema, peripheral vascular disease, coronary artery 
disease, and a variety of cancers. Use of other nonprescr ipt Ic i drugs Is 
similarly related to various physical disorders. 

Birth defects (e.g., retal alcohol syndrome), automobile accidents. 
Industrial injuries, poor employment opportunities, and a high educational 
drop out rate are among the many "side effects" of substance abuse. "When a 
Substance Use Disorder begins early In life. It If often associated with 
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failure to complete school and a lifelong pattern of low occupational achieve- 
ment*' (DSM-III, 1980, p. 167). Millions of family members also suffer 
intense emotional pain due to substance abuse by children, parents, and 
spouses. 

Alcohol Abuse and Dependence generally appear when individuals are in 
their 20's, 30's, 40's, typically within the first five years after regu- 
lar drinking has beer established. **Heavy drinking in adolescence (before age 
16) s particularly likely to be associated with later problems*' (p. 169). 
Disorders Involving Cocaine, Cannabis, Amphetamines, Hallucinogens, Opioids, 
and PCP commonly begin In the late teens and 20 's. The two major patterns of 
barbiturate abuse Involve middle-class, middle-aged females whose disorder 
begins with the abuse of perscrlbed medication and males in their teens or 
early 20's i^ho begin using Illegal sedative or hypnotic substances In the peer 
group environment. Tobacco Dependence usually begins In late adolescence or 
early adulthood. Among teenagers, males and females are approximately equally 
affected by Tobacco Dependence; In the adult population, males used to show a 
much higher prevalence rate than women, but this pattern appears to be 
changing. 

Within the overall U.S. population. Substance Use Disorders are common, 
especially those related to alcohol and tobacco. According to DSM-MI, 
approximately 16% of the U.S. population reports having experienced some 
problem associated with alcohol within the past three years and approximately 
4% report serious problems. The preval'^nce of Tobacco Dependence Is unknown, 
since an individual must express a desire to stop smoking and an Inability to 
do 80 or must evidence a serious physical disorder known to be aggravated by 
tobacco use before Tobacco Dependence can be diagnosed. However, since 
approximately half of all smokers express a wish to stop smoking along with an 
inability to do so, and because serious physical disorders exacerbated by 
tobacco use are common. It Is obvious that Tobacco Dependence Is widespread. 
Other types of substance use are less common, but may show different preva- 
lence rates among various populations. For example, disorders Involving 
Opioids are rare In the general population, but are more widespread In eco- 
nomically deprived urban communities. 

The preva lence of Substance Use D Isorders in the deaf popu lat Ion was 
unknown until very recently. In fact, surprisingly little research exists 
prior to 1980 on the topic of substance use In the deaf population; denial and 
avoidance of this area In the past are notable. As Steltler (I9d5) reported, 
**Cheml'^al dependency remains a 'hidden' problem within the deaf community. 
Affected Individuals tend to be Identified and treated In the late stages of 
their 1 1 Iness" (p. 170). 

We might expect to find that the Incidence of substance use Is higher In 
the hearing-Impaired population, since deaf people as a group are generally 
less well-educated than their hearing peers, have both a handicap and a 
"minority group** status, tend to havo difficulties with poor self-esteem, 
often have less opportunities for learning Information related to social 
norms , be 1 1 ef s , and hea 1 1 h-re I ated soc I a I I ssues , a^e some 1 1 mes de I ayed I n 
their development of socl-^ l-emot lonal understanding, and so forth (Greenberg & 
Kusche, In press; Kusche, Garfield, & Greenberg, 1983; Kusche & Greenberg, 
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1983). As noted by Watson, Boros, and Zrlmec (1979), the "resulting feelings 
of low self-esteem. Isolation, loneliness, and frustration contribute to the 
Incidence of alcoholism among the deaf" (p. 33). 

According to Steitler (1985), drug and alcohol abuse is slightly higher 
among handicapped Individuals In general, as compared to their nonhandi capped 
peers. For the deaf population, recent est Imates of the incidence of 
substance abuse varies from 7% to 20% or higr.er. Moreover, it Is estimated 
that one-fourth to one-third of all irsntai health problems in the U.S. deaf 
population Involve Substance Use Disorders. Scanlon (1983), for example, 
reported Informally that of the first 100 admissions or hearing-impaired indi- 
viduals to a hospital in Minnesota, almost one-third were substance abusers, 
and to this was added the confusing disclaimer that his group could not accept 
referrals directly to their substance abuse programs "unless the primary 
problem Is cental illness" (p. 8). 

Interestingly, Ralner, Altshuler, Kallmann, and Deming C1969) reported 
that only two deaf patients were diagnosed as having psychosis with chronic 
alcoholism during a seven year study, as compared to approximately one-third 
of the hearing patients. Whether the large discrepancy between their findings 
and those reported In the recent literature reflect differences In diagnostic 
categories, admission rates, incidence, or other factors, is difficult to 
discern. Without further information, these data suggest that (1) Substance 
Use Disorder without the additional diagnosis of psychotic «order is likely 
to be somewhat more prevalent In the hear I ng- impaired population than Is the 
combination of the two conditions, and (2) treatment of Substance Use 
Disorders In the deaf population is probably more readily available and util- 
ized at the present time than was the case In the past. Further research 
regarding the prevalence of specific subtypes of Substance Use Disorders and 
of their prevalence In conjunction with other clinical syndromes In the deaf 
population Is still badly neec^cf. 

SUBSTANCE US^ DISORDERS IN THE DEAF POPULATION 

In general, the types of substance abuse behaviors displayed by deaf Indi- 
viduals tend to be very similar to those demonstrated by hearing abusers 
(Darmsted & Cassell, 1983; Grant, Kramer, & Nash, 1983). Substance users 
typically deny that they have a problem and discount their need for treatment; 
In other words, resistance to therapy Is generally quite high, and It Is very 
difficult to dlagno?e a Substance Use Disorder when a client attempts to hide 
relevant Information. This situation Is often further compounded with 
hear I ng- Impaired Individuals because of communication difficulties. In addi- 
tion. Impairment In social and occu(.atlon f nctloninq due to substance use, a 
major criteria for diagnosis. Is often difficult to discriminate from other 
potential causal factors frequently associated with deafness, sucn -s defi- 
cient education, inadequate socialization, and so forth. 

Even when help Is sought. Substance Use Disorders tend to be difficult to 
treat, and relapse rates are Treque'^tly high. Resistance and high relapse 
rates are likely to be even more pronounced In the deaf population for a 
number of reasons: 
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(1) In addition to the stigma and resistance generally experienced 
In admitting to a substance use-related problem, the hearing- 
Impaired Individual Is also llkety to be motivated to hide 
his/her difficulties because of the cultural values of the deaf 
community, where alcoholism and drug abuse are considered to be 
non-acceptable behav lors . In other words, substance abuse Is 
generally not perceived by the deaf community as a syndrome for 
which treatment Is needed, but rather Is perceived in a black- 
and-white manner (a perspective which Is similarly shared by a 
large proportion of hearing Individuals): That is, you ore a 
bad person If you have a bad habit (Adler, 1983). 

(2) The deaf individual Is less likely to recognize that s/he has a 
Substance Use Disorder, since s/he has had less access to Infor- 
mation about this topic. 

(3) If the hear ing- Impaired Individual Is aware of his/her problem, 
there Is only a small probability that s/he will find appro- 
priate deaf-and-subsxance-use services In his/her community. 
Watson (1983) reported that In 1981, "only ten communities pro- 
vlde[d] viable substance abuse treatment services for deaf 
clients'* (p. 13). Most state hospitals and community mental 
health centers simply do not have the capacities for treating 
hear Ing-lmpalred Individuals. Money for special Ized treatment 
centers and signing mental health professionals knowledgeable In 
the psychosocial aspects of deafness are both scarce com- 
modltles. Steps to alleviate this problem have recently led to 
some Improvement (e.g.. Project AID - Addiction Intervention 
with the Deaf [1983]; Task Force on Enhancing Training Tor 
Alcoholism and Drug Abuse Services for the Deaf [1982]; 
Substance and Alcohol intervention Services for the Deaf at 
Rochester I nst 1 tute of Techno logy [Ste 1 1 1 er , 1983 , 1985] ; the 
Stephen Miller House residential program for deaf alcoholics 
[Rothfeld, 1983]), but specialized treatment programs are still 
needed in most areas of this country. 

(4) Many hearing-Impaired Individuals mistrust hearing professionals 
for a variety of reasons (Chough, 1983; Kannapell, 1983) and are 
therefore less likely to seek treatment from them. 

The combination of mistrust and Inadequate Information regarding 
mental health services therefore compounds an already difficult 
problem In treating substance use problems In the deaf popu- 
lation. As Watson (1983) noted, "In the absence of personal 
exposure to positive 'models' of asslstarxe for various life 
problems, many deaf persons often delay seeking assistance 
because of Ignorance and/or lack of knowledge about Its avail- 
ability and resources until their problems have multiplied and 
compounded to t he po i n t of caus 1 ng soc 1 a 1 or I ega 1 d 1 f f 1 - 
culties — leading to a referral. Usually referred by schools, 
family, friends, rehahl I itat ion agency, employer, or other 
sources few deaf people are self-referrals" (p. 13). 
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(5) When hearing-Impaired Individuals do begin treatment, they often 
do so at a disadvantage as compared with hearing clients. The 
deaf client frequently Is unfamiliar with the goals or proce- 
dures of treatment, does not understand many of the basic con- 
cepts related to therapy (e.g., the Idea that talking about 
feelings can be helpful), and are handicapped by an inadequate 
linguistic knowledge of terminology typically utilized In 
substance abuse programs. Because of their childhood experi- 
ences of "being taken care of," deaf clients frequently expect 
that therapists will magically and quickly "fix" their problems 
for them. Many deaf Individuals have not been socialized to 
assume responsibility for themselves, believe that only very 
seriously disturbed Individuals are In neeJ of treatment, and 
are not prepared for the fact that treatment takes active com- 
m I tment , regu I ar I ty , and t I me . As Watson ( 1 983) noted , 
"Communication and language difficulties, the time required to 
orient deaf clients to the proper use of therapeutic services, 
teaching of therapeutic concepts and vocabulary, and related 
extraordinary service requirements usually Increase the amount 
of time and duration of therapeutic Interventions with deaf per- 
sons" (p. 15). 

(6) Direct treatment only Is not likely to be sufficient for deaf 
Individuals with Substance Use Disorders. Scan Ion (1983) 
reported that without fcl low-up services, all of the deaf Indi- 
viduals he studied who had been treated In an alcohol abuse 
program resumed drinking after termination of direct treatment. 
On the other hand, with some support service, continuing 
therapy, and/or related emotional support following treatment, 
two-thirds of the deaf clients studied continued to abstain from 
alcohol use. 

(7) Finally, professional treatment Is expensive and frequently is 
not covered by Insurance or government subsidy In this country. 

In summary, treatment for deaf persons with Substance Use Disorders Is 
generally difficult to find. Is not readliy utilized by the hearing-Impaired 
population, often Is not we 1 1 -suited for the needs and capacities of the 
average deaf Individual, and Is generally very costly. It would seem then, 
that prevention of substance abuse and dependence should be an especially high 
priority for this population. 

THE POTEN TIAL ROLE OF THE EDUCATIONAL SYSTEM FOR PREVENT ING SUBSTANCE 
DISORDERS 

Because of communication issues, schools tend to play an especially Impor- 
tant role In the socialization process of hear I ng- Impaired Individuals: "The 
philosophy of teachers of deaf children has a tremendous Impact on their 
future lives" (Chough, 19&3). The school would therefore seem to be a natural 
and cost-effective setting for providing a substance-abuse prevention Inter- 
vention program for hear Ing-lmpa I red adolescents. In addition to preventing 
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future Substance Use Disorders, such a program could also promote the develop- 
ment of capacities that would facilitate the utilization of therapeutic treat- 
ment, should It be needed In the future. 

Cross (1979) has suggested that drug and alcohol education should begin 
during the elementary school years and should focus on discussions of values, 
risk-taking, decision-making, and problem-solving. It has been additionally 
suggested that the primary objective of such a prevention program should be to 
help students develop a realistic and responsible attitude towards the use of 
chemical substances. Because values, opinions, and attitudes are largely 
diiaped at an early age, the introduction of a prevention program during the 
elementary years Is considered to be especially important. 

Recently, a very Innovative and creative teacher in Tacoma, Washington 
combined information related to drug and alcohol abuse with the paradigm his 
class had learned during the two years he had utilized the PATHS Curriculum. 
We were very Impressed with the results we observed and felt that this tech- 
nique could be expanded and utilized very effectively co p'-avent substance 
abuse among deaf adolescents. Before proceeding further in explaining this 
model for substance abuse prevention, however, a brief review of the goals and 
processes of the PATHS Curriculum is necessary. 

THE PATHS CURRICULUM; WHY IT WAS DEVELOPE D 

The PATHS (Providing Alternative Thinking Strategies) Curriculum 
(Greenberg, Kusche, Calderon, & Gustafson, in press) was originally developed 
after several years of research and observations regarding the social and emo- 
tional development of deaf children, who, as a group, clearly demonstrate 
delays In social-emotional development (Greenberg, Kusche, & Smith, 1982; 
Greenberg & Kusche, In press; Kusche & Greenberg, 1983). Because of language 
barriers, most hearing parents are limited in their ability to communicate 
meaningfully with their deaf children. As a result, deaf children frequently 
receive limited explanations for feelings, roles, reasons for actions, and 
consequences of their own and others' behaviors. Many deaf individuals there- 
fore grow up with an Incomplete or distorted perspective of societal atti- 
tudes, norms, values, and frames of reference (Rodda, 1966). Information and 
perspectives that could otherwise be learned through verba: language, innu- 
endo, and Intonation are also not afiSlmllated (Koetltz, 1976). In addition, 
parents of deaf children tend to rely heavily on nonverbal means for sociali- 
zation (Schleslnger & Meadow, 1972), which do not allow children to develop 
complex evaluative understanding that Is necessary for mature social adjust- 
ment. Due to this linguistic deprivation and isolation during develooment, 
deaf children become a "high risk" group for social-emotional difficulties 
(Meadow, 1980). 

Language deprivation during development also results In Information pro- 
cessing deficits, particularly in the ability to utilize Internal speech 
(Greenberg & Kusche, In press; Kusche, 1985). On^ of the crucial tasks during 
the late preichool and elementary school-age years Is to learn to Integrate 
previously developed modes of thinking and feeling with the newly acquired 
ability to think In language-based codes. Between the ages of 5 and 7, the 
average hearing child shows a peak In the use of "private speech" (Kohlberg, 
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Yaeger. & HJertholm, 1968). "The development o. private speech apparently 
goes hand In hand with the ability to Inhibit extraneous motor behavior and 
focus attention . . . Private speech Is an Important means through which 
children organize, understand, and gain control over their behavior" (Berk 
1986, p. 42). 



According to Vygotsky (1962), Inner speech originates In and Is stimulated 
by early social experience. The ability to utilize Inner speech enables the 
Child to "think" automatically (In verbal terms) about affect and to use 
Internal speech to mediate emotional expression and release. During the 
preschool years, nonverbal emotional displays are Increasingly replaced by 
language as a means of communication and as a method for learning aoout the 
world. Both Katan (1961) and Furman (1978) have similarly suggested that emo- 
tional language facilitates control over nonverbal affective expression: 
"Through verbalization, the ego Is able to master Its affects and does not 
have to resort to defenses like denial, avoidance, etc., to shut these affects 
out" (Katan, 1961, p. 187-188). Language thus pi ays a crucial role In emo- 
tional development. Just as verbal mediation is of vital importance for memory 
development (Fiavell, 1977) and the development of self-control and self- 
regulation (Luria, 1959, 1961; lyle 1 chenbaum , 1979; Vygotsky, 1962). 

Because of inner speech, the hearing concrete operational child Is able to 
interpret, mentally transform, and reconstruct reality in new ways. H/ioreover, 
through the use of internal language, the child gains conscious awareness of 
and control over his/her affective experiences. S/he can learn to label 
his/her affective scismes, think about the causes for feelings, monitor the 
effects that emotions have on others, gain awareness that the same situation 
can affect various people In different ways, learn how and when to control 
emotional displays, and so forth (Carroll & Steward, 1984; Harris, oithof & 
Terwogt, 1981; Gnepp & Hess, 1986; Weiner & Handel, 1985; Zeiko, Duncan, 
Harden, Garber, & Masters, 1986). This knowledge is gradually acquired over 
tne course of childhood, allowing the child to better master his/her affective 
and Interpersonal life and resulting in the formal operational ad'>iescent who 
can think propositional ly and abstractly about feelings. 

Language, then. Is believed to play a crucial role In controlling behav- 
ioral ana emotional responses, but only if children come to associate or link 
their behaviors with internalized language (i.e., learn to use language to 
mediate their emotional reactions). Healthy adaptation for children and 
adults depends on the development of propitious linkages between language, 
thought, emotion, and action. Through appropriate modeling, discussion, and 
experience, optimal iy-func*- ion ing children learn to accurately (i) label and 
monitor their emotional reactions, (2) verbally code and when appropriate com- 
municate their emotional states to others, and (3) develop suitable plans or 
strategies for behavior that utilize language and thought to appropriately 
reach their desired goals. 

As a result of socialization, hearing children become increasingly capable 
of demonstrating more mature forms of self-control and of utilizing higher- 
order cognitive processes in the service of action. While these capacities 
begin in their incipient forms during the preschool years, they are con- 
tinually undergoing raorganization (differentiation and integration) 
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throughout childhood and adolescence. Although the average hearing child 
progresses relatively snoothly through these phases and develops both emo- 
tional control and an Internal sense of sel f-ef f Icacy and competence, the 
hear I ng- Impaired child frequently does not. When the development of Internal 
speech is delayed, young deaf children cannot automatically utilize their 
cognit Ive-I Ingulst Ic signal system for control of, or as a substitute for, 
actions; as a result, they often display difficulties with Impulsive, 
aggressl/e, and/or Inattentive behaviors. 

Finally, deaf children frequently do not learn how to rr ke Intentional 
choices, to oe responsible for their own actions, to set future goals, or to 
make plans for the future. "Many deaf chl Idren have grown up In fami ly 
environments where most things were done for them. Therefore, they missed out 
on the basic human right to make mistakes . . . Deaf children are often 
cheated of the ability to learn from their experiences, as their parents and 
siblings, although wel l-lntentloned, tend to overcompensate for their deafness 
by doing everything for them" (Chough, 1983, p. 18). Similarly, hearing pro- 
fessionals In the past have also traditionally made decisions for deaf 
children and adolescents, which has fostered a dependency that has often 
extended Into adulthood. 

The school setting Is also frequently suppressive. For example, ecu- 
munlcatlon patterns In classrooms for deaf children are often dominated and 
directed by the teacher (Craig & Collins, 1970). Instead of responding to the 
content of communications made by deaf students, teachers often require 
children to repeat their messages In order to practice better grammar or to 
utilize better speech; with the best of Intentions, these educators frequently 
toach deaf children that It Is better not to Initiate conversation. 

I n summary , deaf ch 1 1 dren as a group rece I ve I ess-lhan-adequate soc I a I 
knowledge, demonstrate delays In the ability to utilize verbal mediation, and 
generally lack the skills and motivation necessary for Independent problem- 
solving. In order to ameliorate these deficiencies, we felt that deaf 
children needed a curriculum specifically designed to meet their special 
needs . 

THE PATHS CURRICULUM MODEL 

The hybrid developmental model behind PATHS Incorporates theories of 
Plagetlan cognitive development, cognitive soda I- 1 earning theory (Bandura, 
1977; Melchenbaum, 1976), developmental social cognition (Greenspan, 1981; 
Selman, 1980; Splvack, Piatt, & Shure, 1976), and psychoanalytic developmental 
psychology (Freud, 1965, 1981). ImpI Icit In this Integrated developmental 
model Is the Idea that during the maturatlonal process, "thinking In feeling" 
(I .e. , sensor laf feet I ve Intel I Igence) precedes I Ingulstlcal ly-medlated forms 
of cognition. As a result, afffict Is an Important precursor for other modes 
of thinking, and later needs to be Integrated with other developmental func- 
tions for optimal maturation. Recent findings In the neurobiology of emo- 
tional and brain development also provide support for^ this model (Fox & 
Davidson, 1984; Harris, 1986; He I I man & Satz, 1983; Kusche, 1984). 
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Unlike prior social skills training progrars founded primarily on behav- 
ioral or rognit Ive-tfrliavloral models (e.g., contingency management, modeling, 
coaching. Interpersonal cognitive problem-solving), the PATHS Curriculum is 
based on an abcd (Affectlve-Behavloral-Cognit Ive-Deveiopmentai) approach to 
Child mental health and education. As !ts name Implies, the ABCD model Incor- 
porates those components that have been found to be effective In former 
research and additionally emphasizes two further areas of major Importance 
that have been virtually overlooked in past work In this area: the develop- 
mental process and emotional understanding. 

Based on the ABCD approach, the PATHS Curriculum utilizes a developmental 
approach to systematically and hierarchically integrate the teaching of self- 
control (Camp, Blom, Herbert, & van Doornlnck, 1977; H/le Ichenbaum & Goodman, 
1971), empathy (E I ardo & Cooper , 1977; Feshbach, 1978), role-taking (Chandler 
1973). emotional understanding (Kusche, 1984, 1986), and Interpersonal 
problem-solving (Sarason & f, nzer. 1973; Shure & Splvak, 1978; Welssberg, 
Gesten, Llebenstein, Doherty-Schmid, & Hutton, 1980) during the critical ele- 
mentary school-age years. Recognition, labeling, and understanding of emo- 
tions are strongly emphasized as crucial precursors for effective behavioral 
self-control and optimal problem resolution. 

The 2-volume cirrlculum consists of 100 lessons which are built upon one 
another according to Increasing developmental difficulty and which utilize 
role-piaylng. modeling by teachers and peers, social and self-reinforcement, 
attribution training, dialoguing, and verbal mediation. it Is recommended 
that PATHS be taught on a dally basis for approximately 30 minutes each aay, 
but the actual time spent Is up to the teacher. Depending on the Interests 
and capacities of the children, the curriculum can be completed m one or more 
years. Flexibility is provided to allow the teacher, with supervision, to 
Choose the conceptual level and the pace that best fits the cognitive and 
maturatlonal levels of his/her classroom. 

Learning Is promoted in a multi-method manner through the combined use of 
the visual, verbal, and kinesthetic modalities. Stories and activities are 
included to enhance motivation and skills In reading and language arts, and 
numerous pictures and photographs are Included to visually Illustrate the 
stories and concepts. Extensive generalization techniques are included to 
expedite the dynamic r-elat lonship between cognitive understanding and real- 
life situations. Based on research findings, additional components are also 
embedded within the curriculum to enhance cognitive skills which frequently go 
unaddressed in the classroom setting such as memory encoding (Flavell 1977) 
hierarchical classification sk'lls (Rosch, H/iervIs, Gray, Johnson, & 
Boyes-Braem, 1976), and logical reasoning skills (Piaget & inhelder. 1973)'. 

Because PATHS utilizes emotional and social content to facilitate the 
acquisition of cognitive processes, the material is of special interest and 
relevance for children. PATHS emphasizes enjoyable participation on the part 
of Children, thus enhancing the probability for acquisition of both content 
and process. We have found that both deaf and hearing children are highly 
motivated to communicate with adults when the topic at hand is relevant and 
affectively meaningful to them. 
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PATHS time Is designed to be a very special time of day. In order to 
maintain a strong affective Identification with the content and activities, 
techniques are utilized to emphasize the active and creative roles of the 
children, In contrast to the standard didactic, passive learning environment 
often found In the classroom. Teachers are encouraged to remain nonjudgmenta I 
during PATHS Time so as to facilitate exploration of Ideas and beliefs. For 
example, rather than respond with, "That's a bad (or good) Idea.*^ the teacher 
might say, "That's one Idea or one way to think about It. What Is another 
Idea?" We also strongly recommend that teachers refrain from correcting gram- 
mar or speech during PATHS Time, as the focus of PATHS Involves the facili- 
tation of open communication through dialoguing and social Interchange. 

PATHS consists of three major content areas. The first major focus of the 
curriculum Is the development of self control and problem Identification. 
Self-control training begins during the first week and consists of an adap- 
tation of the Turtle Technique (Schneider & Robin, 1978). which provides 
children with a behavioral technique for maintaining self-control. The 
children are taught that "doing Turtle" Is one way of coping with a problem. 
Once they are able to calm down and think about what Is going on In emotional 
situations, they are then ready to utilize other more cognl t I vely-laden 
problem-solving techniques. Thus, this section of the curriculum prepares 
children to develop or Improve the ability to monitor their Internal states 
and utilize verbal mediation to Inhibit actions. 

The second m»Jor focus of the curriculum consists of teaching emotional 
understanding. Concepts necessary for understanding emotions and for logical 
reasoning and problem-solving (Splvack, Piatt, & Shure, 1976; Splvack, & 
Shure, 1974) are Introduced and Illustrated. The children are not simply 
taught vocabulary "words," but rather are Introduced to the subtle con- 
notations and nuances connected with their usage. To enhance genera I IzabI I I ty 
throughout the classroom day, each child keeps his/her personal "Feeling Box," 
containing his/her own set of "Feeling Faces" which can be Interchangeably 

Inserted Into his/her "Feeling Strip" containing the words, "I feel ." 

Feelings can thereby be easily communicated at any time. The teachers and 
aides are encouraged to have their own set of "Feeling Faces" as well. 

The emotion unit of PATHS teaches children that all feelings are OK to 
have. All behaviors, on the other hand, are not OK. Some behaviors are OK, 
while some are not. In other words, children are taught to Judge behaviors, 
not feelings. The children are taught that feelings are signals that com-- 
municate useful information, if people learn to attend to what their feelings 
are telling them, the information can be beneficially utilized in making deci- 
sions about what to do next. 

Familiarity with emotional labeling and with subtle connotatlve meanings 
greatly facilitates verbal mediation of affective states. This in turn helps 
improve self-control, cognitive understanding of emotional situations, 
problem-solving skills, and so forth (Furman, 1978; Katan, 1961; Lur.a, 1980). 
In addition to specific concepts, the children learn to recognize their own 
feelings and those of others, monitor their affective states, understand 
attributions that link causes and emotions, take multiple perspectives into 
account simultaneously, recognize how their behaviors affect others and vice 
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versa, and so forth. The emotion lessons thus provide a deve lupmenta I ly-based 
framework for the subsequent problem-solving lessons. 

The third focus Is the development of skills Important for Interpersonal 
problem-solving. The skills In the preceding domains are all prerequisites 
for learning competent Interpersonal problem-solving, so lessons on this topic 
do not begin until the groundwork has been covered by previous Instruction, 
^fter examining numerous cognitive-behavioral currlcuia for hearing children 
(Camp, et ai., 1977; Ellas, 1983; Kendall, Padawer , Zupan, &Braswell, 1985; 
KIrschenbaum, 1979; Shure & Splvack, 1978; Trupin, 1981; Welssberg, et al., 
1980), we believed that In aJJ^ of them, problem-solving was Introduced without 
sufficient attention to emotional understanding and awareness. We strongly 
felt that because of Inadequate attention to emotional understanding, the 
effects of these curricula were likely less powerful than they otherwise could 
have been. As Kendall & Braswell (1985) suggested, "Improving the chi'd's 
ability to accurately recognize and label his/her own emotional experiences, 
as well as the emotions of others, may be a necessary step for Improved Inter- 
personal problem-solving" (p. 135). 

Following the conceptual model developed by D'Zurllla and Goldfrled 
(1971), Shure and Splvack (1978), and Welssberg, et a I., (1980), the problem- 
solving content area In PATHS was expanded to sequent la I ly cover the following 
topics: 



Most other curricula that teach Interpersonal problem-solving to children 
utilize 5 to 7 sequential steps. However, on the basis of our three years of 
research using The PATHS Curriculum with deaf children, we found that spe- 
cific steps actually need to be taught In order to adequately cover the full 
sequence Involved In real-l If e' problem-solving. The three critical steps that 
are not usually found In past models Include (1) Identification of feelings 
prior to generating solutions, (2) use of detal Md planning to operat lonal I ze 
the best solution, and (3) ce I f-mon I tor Ing and evaluating of the outcome of 
the formulated plan after It has been put Into operation. 



1 . 
2. 
3. 
4. 
5. 
6. 



Stopping and thinking 

Problem Identification 

Feel Ing Ident I f kat Ion 

Deciding on a goal 

Generating alternative solutions 

Evaluating the possible consequences 

of these solut Ions 

Selecting the best solut lon(s) 

Planning the best solution (and/or 

combining different elements of various 

solutions to formulate a comprehensive plan) 

Trying the formulated plan 

Evaluating the outcome 

Trying another solution and/or plan, 

or alternatively reevaluating the goal 

and/or problem. If an obstacle results 

In failure to reach the Intended goal 



7. 
8. 



9. 
10. 
11 . 
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PATHS teaches children that problems can be solved. In addition, PATHS 
provides children with a framework chat allows them to become more effective 
problem-solvers. Finally, PATHS emphasizes that each Individual I? respon- 
sible for defining and solving his/her own problems; we can turn to other 
people for assistance, but no one else can solve our problems for us. 

Overall, we believe that there are four major factors that we are trying 
to effect with PATHS by focusing on self-control, emotional understanding, and 
problem-solving skills using the process of creative self-expression. First, 
we teach children to "Stop and Think," a response that facilitates the 
development and use of verbal thought. Second, we provide children with 
enriched linguistic experiences that will help mediate an understanding of 
self and others. '^hlrd, we teach the children to Integrate emotional 
understanding with cognitive and linguistic skills to analyze and solve 
problems. Fourth, and very critically, we encourage the development of ver- 
bally mediated self-control over behaviors. 

In summary, the PATHS Curriculum provides taachers with a systematic and 
developmental procedure for reducing adverse factors which can negatively 
affect a child's adaptive behavior and ability to profit from his/her educa- 
tional experiences. PATHS Is designed to help children (1) develop specific 
strategies that promote reflective r^^sponses and mature thinking skills; (2) 
become more self-motivated and enthusiastic about learning; (3) obtain Infor- 
mation necessary for social understanding and prosoclal behavior; (4) learn to 
generate creative alternative solutions to problems; and (5) develop the 
capacity to anticipate and evaluate situations, behaviors, and conseouences. 
These skills. In turn. Increase the child's access to positive social Interac- 
tions, thus reducing Isolation, and provide opportunities for a greater 
variety of learning experiences. 

RESEARCH FINDINGS 

PATHS was experimentally Implemented and evaluated using six randomly- 
selected treatment and five control classrooms of elementary school-aged deaf 
children In four different school districts In the Seatt le-Tacoma area. The 
experimental design utilized pre, post, and follow-up testing with matched 
treatment and control groups; age was also analyzed as an Independent 
variable. All of the experimental teachers and aides were supervised by pro- 
ject staff on a weekly basis, which we considered a very Important component 
of the PATHS program. During the second year, the five control classes 
received PATHS. 

Our research findings supported our predictions of curriculum effec- 
tiveness (Greenberg, et al., 1985; Kusche, 1984; Kusche, 1986). The experi- 
mental groups showed significant Improvement in roie-taking ability, problem- 
solving sk 1 1 Is, and reading achievement . Moreover , teacher rat ings of 
problem-focused change Indicated that the curriculum was effective for a wide 
var lety of difficulties. Including poor communication ski I is, immatur Ity, 
aggressiveness, attitude towards authorities, poor self-concept, short atten- 
tion span, feelings of isolation-rejection, and antisocial behavior. Teacher 
ratings also Indicated significant Increases In frustration tolerance. 
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In addition, both the younger and older experimental groups Improved 
significantly with regard to emotional recognition and reading of emotion 
labels. Somewhat surprisingly, the younger experimental children (average 
age - 7 1/2) were as able to recognize emotions and read their labels at 
posttest as the older experimental group (average age - 10 1/2). Similar 
Improvement was not found with the control children at the end of the first 
year (prior to receiving the curriculum), but our findings were replicated at 
the end of the second year (after the control children had been given the 
curr Iculum) . 

In short, our findings Indicated that self--control , emotion concepts, 
self-understanding, and Interpersonal problem--solvlng skills could be effec- 
tively taught to deaf children, that our curriculum was very effective In 
facilitating these goals, and that Improvement In a wide range of behavior 
problems could be effected by the PATHS Curriculum. Our Informal observations 
Impressed us with the level of enthusiasm and motivation the children 
demonstrated In their desire to communicate and learn about affective-laden 
topics. Utilizing emotions as content material also appeared to have a posi- 
tive effect on achievement motivation. Our data and observations, as well as 
teacher reports, further Indicated that the children profited from and enjoyed 
learning the cognitive-related processes embedded In the curriculum (e.g., 
memory encoding and hierarchical thinking strategies). 

ADAPTING PATHS; PREVENTING SUBSTAMCE ABUSE 

In order to optimize the educational value of the PATHS Curriculum, 
generalization strategies are Included to promote understanding by associating 
newly-learned Information with real-life behaviors and situations that occur 
throughout the day. The rationale for these generalization procedures Is that 
In order to be useful for dally living. Information that Is taught during 
classroom lessons must be as similar as possible to that which will be needed 
for real-life experiences. 

One of the repeated criticisms of past cognitive training programs has 
Involved the numerous reports that newly acquired cognitive skills do not 
generally translate Into more adaptive social behavior (Sharp, 1981; Ablkoff, 
1985; Pellegrini & Urbain, 1985). This should not be a surprising finding. 
Cognitive training requires only the use of higher Intellectual processes; 
social behavior, on the other hand. Involves emotions In addition to 
Intellect. Without adequate understanding and awareness of affect. Intellec- 
tual skills alone are not likely to be sufficient for mediating emotionally- 
charged situations, especially when affect Is strong. 

It Is also not helpful to "preach" to children or to try to Impose values 
or beliefs on them. On the contrary, such practices tend to Infantllize Indi- 
viduals and to Increase dependency. Dictating a set of rules, norms, and 
standards to be followed frequently results In children learning to be "good 
at sneaking" and to be distrustful of adults. During the socialization pro- 
cess, each Individual needs to establish his/her own set of beliefs based on 
reasonable criteria. When chi'dren respect and like the adults with whom they 
Interact, they are naturally motivated to "become like them." part of this 
Identification process Involves adopting similar beliefs and values. "One 
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critical activity deaf people need Is the opportunity to generate dialogue 
with a variety of people to accommodate social Information to modify their own 
belief systems ... As the deaf person rralces choices Intentionally, s/he will 
do so based on the experiences with significant others around him/her" 
(Culhane & Porter, 1983, p. 36). 

Oi{e of the major goals of PATHS Is to assist each child with the develop- 
ment of h is/her persona 1 system of be I ief s and va lues. As a resul t of 
numerous lessons. Interactions, and dialogues, children involved with PATHS 
learn competent sicllis and improve capacities that are crucial for emotional 
health and for mental health processes and practices, such as: 

1. improved communication sicllis 

2. An understanding of the Importance 
and usefulness of talking about 
feelings, ideas, and beliefs 

3. Improved ability to express emo- 
tions using therapeutic concepts 
and vocabulary 

4. Increased abstract reasoning skills 

5. Understanding of cause-effect relation- 
ships 

6. An Increased awareness of problems and 
the roles that the self and others play 
In problem generation 

7. Improved perspective-taking ability 

8. Increased social understanding 

9. Understanding that problems can be 
solved and that choices can be 
Intent lonal ly made 

10. lylotivation to engage In open communi- 
cation and dialogue with others 

11. An Improved capacity to listen to 
others and to share Information 

12. The ability to learn from mistakes 
and to generate alternative solutions 

13. An Improved capacity to plan ahead and 
to set realistic goals 

14. The ability to project Into the future 

15. The ability to formulate, test, and 
evaluate hypotheses 

16. Healthy self-esteem and self-understanding 

17. Motivation to be responsible for one's 
own actions and feelings 

18. An understanding that problems require 
effort, time, and active commitment 
for successful resolution; I.e., other 
people cannot "fix" your problems for 
you and It won't work to simply wish 
them away 
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19. 



The ability to trust and work with 
helping professionals In a positive 
and rewarding way 

The desire to develop and modify a 
personal belief system within the 
context of human relationships 
An Increased sense of se I f-ef f I cacy 



20. 



21. 



Once learned, the PATHS process can be applied to hypothetical situations 
Involving posslbl S Itles in the future (e.g., the use of alcohol and drugs). 
We therefore believe that for older children and young adolescents, the skills 
listed above and the PATHS paradigm can be easily generalized for use In the 
prevention of Substance Use Disorders. 

Information related to alcohol and drug use can be taught on a cognitive 
level, and It Is Important for children to learn ;hls relevant knowledge. 
However, this Information, In and of Itself, Is unlikely to prevent substance 
abuse, because substance abusers do not make rational, cognit Ively-based deci- 
sions to abuse drugs or alcohol. Rather, substance abuse almost always 
Involves an emotional basis. Thus, prevention must address emotional issues 
to be realistically general I zable. 

Once adolescents have been taught information regarding alcohol and drug 
abuse and have acquired the PATHS-related skills listed above, these two areas 
can be combined in a very effective way. in this regard, it Is suggested that 
PATHS could be used In conjunction with one or more of the educational pro- 
grams presently available to teach deaf adolescents about chemical substance 
use (e.g., Kapp, Clark, Jones, & Owens, 19&S; Mlhall, Smith, & Wilding, this 
volume) . 

As noted earlier, one of the teachers in our project, Mr. Rudy Flores, 
advanced this very Innovative Idea by utilizing the PATHS framework for 
lessons Involving substance abuse. Mr. Flores first taught The PATHS Curricu- 
lum to his class for one year. Since he had the same group of children the 
next year, he reviewed the curriculum again, and at the same time also taught 
his class factual information regarding alcohol and drugs. He then combined 
the two bodies of knowledge to discuss alcohol and drug abuse with nls stu- 
dents In a highly effective manner. 

The student-teacher dialogues we observed were extremely impressive, both 
with regard to the content of Information and to the level of communication 
demonstrated. The young adolescents In this class (ages 11 to 13) were highly 
motivated to discuss substance use. By examining this topic at this critical 
age (prior to actual substance use), these children were able to evaluate 
their feelings and to propose possible outcomes to hypothetical examples. In 
this way, they could learn about substance abuse both cognltlvely and emo- 
tionally, without having to experiment in real-life situations. We believe 
that this will provide a kind of ** Innoculat Ion" to the realistic experiences 
that will confront them In the near future and that this will ultimately 
assist In preventing the development of Substance Use Disorders. In other 
words, the children were able to practice In thought and fantasy that which 
they will soon be facing In reality. 
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A LESSON ON ALCOHOL ABUSE 



In one discussion on alcohol abuse, the teacher brought In a newspaper 
article that had been published the day before and read it to the class. The 
story Involved a 19-year-old boy who had died of alcohol Intoxication at a 
party after his friends had encouraged him to drink a large amount of alcohol 
as quickly zz he could. After reading the story, the teacher pointed to the 
problem-solving chart In front of the class and began the following dialogue, 
which took place In Total Communication (T represents Teacher, S# represents a 
particular student): 



T: What Is the one thing that always, always gets us In trouble? 
S5: Friends. 



T: Well, sometimes friends get you In trouble. Yeah. 
S4: Listening to other friends and drinking alcohol. 

T: Listening to friends and drinking alcohol. Maybe. OK, but let's look at 
the problem-soUIng page up here. What do you think Is the one thing 
that made all of this trouble happen? What Is Number 1? 

S2: Stop and think. 

T: Do you think that the young man - Kelly - did he stop and think? 
S5: No. 



S3: How Old was boy? 

T: He was 19. Nineteen years old. He was still a teenager, right? 
S4: But not yet 21? 

T: No, he was not yet 21. Not old enough yet to legally - legally drink. 
What was the problem? Number 2? What was the problem? Can you tell me 
the problem? 

S4: HIS friends encouraged him to drink a lot of alcohol. 

T: HIS fr.ends encouraged him to drink a lot of alcohol? OK. Can you think 
of another problem? 

S2: And he tried to see how fast he can drink and see what would happen if he 
get very drunk. He thinks It's funny. 

T: OK, he tried to see how fast he could drink. OK What do we know about 
alcohol and the amount you drink and how fast you d'-Ink? What happens to 
the body? Do you remember? It's been a long time since we discussed 
that. Do you remember? What happens - what happens to the body when you 
drink too much and too fast? Do you remember? 
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S6: I think that he lose his control. 

T: He will icse control? Over what? 

S6: I don't know. Alcohol, I think. But he won't remember. Throw up. 

T: He won't remember things? What else? 

SI: And use - will hurt her body and will get throw up. 

T: OK. It can hurt his body and make him throw up. What else? 

S4: You said three things. First you drink, feel sick, then second Is u-n-c 
[unconscious], then death, then third Is death, you said. 

T: First you feel sick, unconscious, and then the third thing Is death. OK. 
But one of the things that we learned was that If you are going to drink, 
you can have one ounce of alcohol in one hour and stl!l not really hurt 
your body. How much did the boy drink? How many ounces Is In one quart 
of whiskey? 

S3: Forty-five. Forty-five. 

S5: Five dol lars. 

S2: I think this much, this high. 

S6: No, no, eight, eight. 

S4: It was thirty - wait - thlrt/^two. Thirty-two. 
T: is It thirty-two? Thirty-two? 
S4: Thirty-two ounces. 

T: OK, I think with alcohol it is thirty-two ounces, it's not a full quart. 
I think it's thirty-two, isn't it? I'm not sure. it's a little bit 
less. Now, what would happen to a body if you drank fast, thirty-two 
ounces of alcohol ? 

S5: Can't clean. 

S2: Can't breathe. 

T: He stopped breathing, right? 

S6: L'ver can't clean it all. 

T: Right, your liver can't clean up all the alcohol fast enough, and then 
what happens? it goes into - it goes into your system, OK, because your 
body's not cleaning up the alcohol, and then what? 
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S4: Then stuck in liver [points to his stomach]. 

T: Weii, It's not getting stuck, but It's Just really, real I y messing up all 
of your organs. 

S4: And then through, spread through body. 

S5: [Points to stomach] Liver. 

S2: And to stomach too. 

T: Aicohoi - do you remember that alcohol does not stay in your stomach? 
It's the one thing that you drink that goes through the tissue, through 
the ilhing, right? And It makes you drunk, because it does not stay here 
and go through into the liver. Some, yes, but not aii. Now [poin^ng to 
probiem-solving chart] if you were a person who was sitting watching this 
boy drink, what is your problem? 

SI: Friend will get trouble. 

T: Your friend wlii get in trouble? Maybe. 

S5: See him there. 

S4: I know about it. 

T: Yec' . Do vou have a problem if you're watching someone drink too much 
alcohol and you know what It can do to his body? Now he is 19 and he 
didn't know what can happen. Now if you are his friend and you're 
standing there and you're watching, what Is your problem? What is your 
responsibility as a friend? To let him go? 

S5: You say, -No!" Say, "Stop!" 

T: To stop him? To do what? 

S2: Tell hin to ignore It. Tell him to ignore the other people. They are 
trying to make you drunk. 

T: To tel I him to Ignore the other people? They're trying to make you 
drunk? Or what else? 

S4: Or kl M him. 

T: Or kill him? Yeah. What else could you say to him? 

S5: That can kill you. 

T: That can kill you? OK. 

S2: He can throw up with lots of biood. 
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T: Yes, huh-huh. He threw up biood? That's right. 

T: OK, now, how do you think the boy felt? [Number 3] Why - why do you 
think the boy wanted to drink that alcohol? Why did Kelly want to drink 
the alcohol? 

S6: To be show-off. "I will be best one - drink." 

S2: He want to show people that he :hlnk he can drink fast and all the alco- 
hol . 

T: Is that Important to young people do you think? To see who can be the 
best drinker? It must be, or he would not have done It. 

S6: "The World - The World's Fastest Drinker," he think. 

T: To see who's the fastest drinker? The fe.^est drinker? 

SI: Use - drink some. Use - Just thinking, "I know, I understand." 
[role-plays acting cool]. "I understand, know." 

T: They think that they're cool or smarter, maybe? 

SI: "I know, I understand, I know." 

S3: Do a world record. Do a world record. 

T: Do a world record? I don't know. Now - now, I think that I agree with 
S6. I think that the boy was being a show-off, but the quesl cn Is, why 
do people need to be show-offs? Why do you think people need to act and 
do things that they know can hurt them? Why? 

36: They want to feel the same [like others]. Want to get them attention to 
them. And maybe have more friends. Like [similar to] a famous person 
that signs autographs. 

T: Maybe he thinks that will make him more friends? And maybe becone - his 
friends will think he's famous a little bit? Maybe. 

S4: Maybe he was not really trying to show off, but he was afraid, because he 
think his friends will get - and If he think they will beat him up If he 
doesn t drink. 

T: You think maybe they would beat him up? 19? Maybe. Maybe, I don't 
know. 

32: Maybe he thinks that he will lose friends. 
T: Excuse me? Again? 

32: OK. Maybe he thinks that If he won't drink, he wl I I lose friends. 
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T: Maybe he thinks he'il lose friends? 
S2: Maybe. 
T: OK. 

S4: Why boys say, "Go, go, go, drink morel"? What for? 

T: They're encouraging him. They're pushing him to do that. Not one person 
told him to slow down or stop. Not one. All of them were saying, "Go, 
go, hurry, hurry, drink, drink, drink, go, go, go." 

S6: They think t.iat fun. 

T: Maybe they think It's fun to what? Watch? 
S5: No, Just - I don't know. 

T: Wei J, maybe they think It's fun. Maybe you're right. 

S4: Maybe fun - maybe they watch, see what will happen, look, "Whoa." S^e 
drink that. 

T: Yeah. Maybe they think it will be fun to see what happens. "Let's watch 
and see how he acts. Maybe he' 1 1 act si 1 iy. " D id he act si 1 iy? Did he? 

S5: He was stupid. 

S2: He wants to go away to - or is ashamed to Know. 

T: Now, 1 have another question. How do you think his friends felt after he 
died? 

S5: Surpr Ised. 

S2: Feel sad. 

S6: Mad. 

S5: Scared. 

SI: Afraid. 

T: Afraid? 

S4: A 1 ittie bit. 

S3: Maybe it s-c-u-i-c [suicide]. 

T: 1 don't think it was a suicide. No, he was trying to show off in front 
of his fr lends. 
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S3: Oh. 

T: He did not try to kill himself. 

S4: Maybe If scared of everything, then they won't want to drink anymore. 

T: Maybe they won't want to drink anymore? Maybe they are afraid? Maybe. 

S4: Or go to jal I . 

T: Maybe they'd go to Jail? I don't know. 



T: Let's finish here. Let's continue talking about feelings. How do you 
think the mother and the father felt after their son died? 

S5: Mad. 

T: Mad? How elee? How else did they feel? 

S6: Disappointed and s J - then never see him again. 

T: very, very disappointed and sad, because they'll never see him again? 

S5: Maybe boy copy his parents drink. 

T: Maybe his parents drink. Maybe he copied them. 

S4: Mad. Maybe mad at his friends for saying, "Go!" 

T: Maybe the parents are mad at his friends. Maybe. OK. Maybe. 

S2: Or maybe he has girlfriend - guess. 

T: Maybe he was what? 

S2: Girlfriend - guess. 

T: or, well how do you think she felt? 

S2: Very sad. 

S5: Disappointed. 

S3: Mad. 

T: OK, mad, sad, disappointed. 
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S4: And scared, because they will get friends to Judge and court. 

T: I do not think that they will do anyth ng to the friends. Because whose 
choice was It to sit down and drink all of that alcohol? 

S5: Kelly. 

T: It was Kelly's choice. 

SI: To take them - the parents will take the friends to jail. 
T: They can't do that. 
SI: Why? 

T: They did not force Kel ly to dr Ink. It was Kelly's .^holce. You have the 
same choices and that's what we've talked about all year. You will have 
the same kind - the same kind of choices to make when you go to [name of 
junior high school] and [name of high school]. The same kind. I had 
them to make myself. Now, I see young people your age, and they put on 
their bandanas and they tie tht.<i around their legs, and then I see them 
put on cool hats, and they come to school, and then I see them with - 
with their glasses - their Michael Jackson glasses. OK. Why - why do 
you think we do things like that? Why? Why do we do that? I did the 
same thing and you do the same thing. Why? 



S4: Maybe they want to show on . 

T: Maybe they want to show off? I don't know. Why? 

S4: Or maybe be better. 

T: You think maybe It will make them better than the other kids? 

S6: Someone told me that. I said, "Why you become a show-off?" They said, 
"for they want to get other people - children - get Iheir attention." 
They said that. 

T: They want their attention? I told you before that they - that they 
show off because they want their attention? 

S6: They told me why tie bandanas on legs. 

SI: Sometimes people put on show off, cool hats, then go to park, and people 
see them, think cool, and give them beer, sometimes. 

T: Maybe. OK. 

S4: Maybe they want to act grown up. They are OK, tough. 

T: OK. We want to act grown up. I think a lot of times on TV, movies, 
magazines, we see other people that we think are cool - how they dress. 
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what kind of clothes and shoes they wear, and we think that they are 
pretty neat. So we try to copy them. And the same thing happens to 
adults. The same thing happens In college. The same thing happens In 
Junl^*' and senior high school. Everyone wants to feel accepted. You 
want to feel like you're part of the group. You want to feel like you're 
not atone. It's really important to feel like you have frTehds who say, 
"Hey, I think you're OK." But one thing you have to remember Is that 
there's always, always a line over here that you're going to have to make 
for yourself and say, "This Is the line. I'm not going to go over that 
line for my friends." You have to decide what that Is for you . . . 
Choices, choices, choices. Scary choices that you have to make, right? 
And I had to make the same ones, too. 

S4: I think to say, "No!", Is a little bit scary. 

T: Yes, It's scary. A lot of the choices that we have to make are scary. A 
lot of choices and we talked about them too - alcohol, drugs, sex - all 
of those things, we're going to have to decide on ourselves. 

The second half of this lesson continued with a discussion of Kelly's 
possible goals and those of his friends, the different solutions that various 
Individuals could have tried to avoid the problem, and the possible conse- 
quences of different types of behaviors that might have been chosen (as well 
as of those that were selected by Kelly and his friends). Finally, the class 
discussed nnd reached a concensus as to what the best solution for avoiding 
the problem might have been. 

It should be emphasized that these profoundly deaf adolescents (ages 
11-13) were not a specially selected group nor were they particularly gifted 
with regard to Intelligence or language skills. Their speech for the most 
part was nonlntel I Iglble and they evidenced many flaws In their grammar. 
However, these deaf students demonstrated that they knew how to communicate, 
to ask Intelligent questions, and to think for themselves. It can also be 
noted that their teacher never stopped them to correct their grammar, but did 
frequently repeat back their statements to them using proper English grammer. 
The teacher also clarified the content of their communications when he did not 
understand what it was they had said. These are the same types of Inter- 
changes that caretakers demonstrate with young children who are learning to 
talk, and these seem to be the types of Interactions that facilitate the 
development of natural communication and social dialogue. 

A LESSON ON DRUG ABUSE 

In the next lesson, the student ^umbers refer to the same children as In 
the previous lesson. However, there Is now a new student {S7), who had Joined 
the class several months before This student had previously received 
Instruction In "oral only," self-contained classrooms for deaf children, and 
this was his first TC class. Although he had only been exposed to sign 
language for a short time, he had picked It up very rapidly, and he was almost 
fluent In It at the time this lesson was filmed. You may notice, however, 
that his understanding of the concepts Is not always as sophisticated as that 
of his peers, which Is understandable, since he had had much less exposure to 
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PATHS and material related to substance abuse* An Interesting aside Is also 
provided near the end of this lessen, when two of the students spontaneously 
discuss their conceptua I I z<'t Ions of mental health facilities (a topic In which 
they had not received any Instruct lor.) . 

This lesson began with the teacher (T), the student teacher (M), and the 
aide (A) roie-playing the following skit: 

T; We are all 15 «ind 16 years old and we're driving to the movie with M and 
A and the situation begins with me offering my friends something I have 
cal le:: "reds." 

T: "Look what I have! Some pills! Want one?" 

M: IM, while driving the car, takes the bottle, removes a pill and swallows 
It.] "Thanks." 

T: "You're welcome." [T turns to A, who Is In the back seat of the car.] 
"Want one?" 

A: Shakes her head no. 

T: "What's wrong?" 

A: "I don't think I should take these." 

T: "Why not? Are you afraid?" 

A: "No." 

T: "I think she's chicken." 

M: "What a baby! What a baby!" 

T: "Mother's girl! It's not going to hurt you. Just one piM Is not going 
to hurt anything. Go on try It, It's fun." 

M: "What a sissy!" 

A: "/re you sure?" 

T: "Sure. There's nothing wrong with that." 

P: "It won't make me sick?" 

T: "Nah. It's not going to make you sick. Go on, try one." 

M: "Come on. Don't be a baby." 

P: "Well, maybe just one." [A opens *he bottle and swallows a pill.] 

End of rol3 play. Class discussion now follows. 
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T: We saw the situation that A, and I Just finished playing - role- 
Pi&ylng. I want you to think about A's problem. Many, many times we 
will be Influenced by our friends, and I want you to think about A's 
proDlem. She had a real serious problem. OK. Let's look up here at our 
problem-solving page. Number 1. 

S7: Stop and Think. 

T: Did anyone stop and think? 

S4: A I Itt le bit. 

T: Who stopped and thought a little bit? 

All: A. 

S4: But the driver didn't think. 

T: But the driver didn't think? Did I think? 

S3: No. 

T: Who was the bad Influence? 

S7: You and M. You and M. 

T: Both of us, I think. I had the pills, but who took them? Both of us, 
right? 

S7: Number 2. Identify the problem. 

T: What Is A's problem? Can we Identify that? 

S6: Because A don't like that pill. She not like - they dangerous for her. 

T: They were reds. Do you remember what a "red" is? 

S4: Poison. 

T: Well, It's not poison. It can be if you take a lot. 

S2: It's medicine. 

T: It's a medicine that the doctors give you. It's a pill. What kind of 
pill? A red. Do you remember from our drug and alcohol unit? 

S4: A Sleeping pill. 

S7: Make a red face - a red face. 

T: They're colored red, and the doctors give them to people to make them go 
to sleep easier, and they can be very, very dangerous. 
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S2: If the driver falls asleep . . . 

T: And what did we learn about taking drugs and alcohol and mixing them? 
S5: You can die. You can die. 
SI: It's not good. You could die. 
S2: You could throw up. 
T: So, wnat again Is A's problem? 

S4: She don't want to take the pill from her friend. Maybe she knows about 
It, maybf. 

S7: She - A did not like to touch the medicine - can hurt her body. 
T: If She takes It and swallows It, It can, right? 

S6: And who Is driving car can get accident. That could be very, very 
dangerous for them. 

T: [Number 3. Identify the feelings.] How do you think that I felt when I 
came out with the pills? How do you think I felt? 

S4: Maybe proud, because, "I am the one who have it." 

T: How else do you think I felt? 

SI : Hav Ing a good t Ime. 

S6: Think It won't hurt you. 

S7: I think excited. "Ha, ha, ha. I like It." [Models taking and offering 
the pills.] Act I Ike a baby. 

T: You think that maybe I acted like a baby? 

S7: Nods. "Ha, ha, ha." [Models the role again.] 

T: Do you think that maybe 1 showed off a little bit? 

S3: Yes. 

T: How do you think M felt as 1 gave her the bottle of pi Ms? 
S3: She feel happy and see, will eat them. 

S2: Fine. [Pantomimes taking the bottle, eating a pill, returning the 
bottle.] 

S7: 1 think M is - (pause) - feels like - (pause) - 1 don't remember how to 
say - ^eel comfortable? 
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T: She feels comfortable. She did not look afrald» did she? 

S6: I think she will act like that because she don't want T to make chicken 
of her. Her fine and take It, I think. He the boss, say, "Take It." 
Feel bad, say, "Take It." Like that. 

T: So she was Influenced by me and maybe afraid of what I would say? 

S6: Y63. 

T: Ahhh. OK. 

S7: And If you give M the medicine, and M won't be ~ will not be a chicken, 
she takes - Just - don't be - Just fine. [Acts out taking the pill and 
returning the bottle.] OK, OK, I eat, OK. 

T: Do you think what she did was a good Idea or a bad Idea? 
Al I : Bad Idea. 

T: NOW how do you think that A felt? She was the third person, and she was 
not very comfortable. 

SI: She feel disappointed and sad. She did not want to take that medicine. 

S2: She was afraid to not Join the whole group. Afraid. 

S4: And she will be scared and worried If she gets trouble. 

S7: And some police will come and check In. 

SI: And she worry - she want to avoid them, because she not want them to give 
more medicine to her. Maybe she want to avoid them, 

S6: Gang. Gang. Act like a gang. One - both. Want drugs, cheat, like 
that. 

S4: Maybe A knows what will happen to everyone if they take it. Get sleepy, 
have accident. 

T: OK, now I was the bad Influence. What do you feel my goal was? [Number 
4. Decide on a goal.] What did I want to see the group do? 

S4: You wanted to see your friends get It, to accept and copy you. 

SI: And e a show-off - pass out pi I Is - a show-off. 

S7: And If you and M and A go to college, and some police officer would smei I 
anything, get - and you wlil get kicked out of college. 

T: What do you think that M's goal was? She was driving the car. Did she 
have a big responsibility? 
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All: Yes. 

T: What was her responsibility? 

S6: Driving the car. She will hurt herself If she took it. 
T: And who else could she hurt? 
S5: She can hurt her friends. 

S2: And she will hurt other people In other cars. 

SI: When they take medicine, will get sleep, will get accident, swerve all 
over, get hit. 

T: That's right. 

SI: And go to the hospital. 

T: So, what do you think that M's goal was? 

S7: She said that, "Don't eat that pill." 

T: She did. She ate It. Do you think that maybe her goal was to be a part 
of the group? She wanted really, really badly to be accepted. What was 
A's goal? 

S4: Not to eat It. 

T: Do you think she thought about that before she took It? 

S4: I think A thought a little bit, and knew, but then later she saw her 
friend teasing her and she took It. 

T: Is that a good reason to take a pill? 

S3: No. 

T: Sometimes we forget and sometimes do things we know are wrong because of 
our friends' Influence. 

S7: I think If you and - If some friends do not like you, and then you give 
some medicine. Some people do that. 

S3: Some people think that pills do not hurt people. 

T: And what do we know about pills? 

S2: Dangerous. 

S4: Can fall asleep fast, even at daytime, or when you are swimming and 
drown . 
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T: Do you remember what the most Important information that we found out 
about piiis was that aiways, aiways, aiways iook where? 

S5: On the back. 

T: On the bottle. 

S5 : Nods . 

T: And then what? 

S5: Read it. And some (pause) prescriptions say, "Don't eat it to 
pregnant.", or something iike that. 

S6: Or dr i ver . 

T: Or if you're dr inking? 

S4: Or you can drown if sieep and a iittie bit water and swaliow. 

T: Sure, you can drown. 

S7: And if - (pause) - i don't remember. 

T: Have you seen a bottie of piiis that says, "Share these with your 
f r lends?" 

S5: No. 

S4: Never. 

S7: I never heard of \hat. 
T: I 've never seen that. 

S4: But maybe someone can change it - rip it - write, type or it on, maybe. 
T: I 've never seen that. 
S4: i know. 

T: Why do you think i shared them with my friends? Not a good idea. Now 
let's iook up here. Stop and think of solutions. [Number 5.] What 
could we have done, anything? 

S5: Stop and think before you take the pill. 

T: That's one thing. What could M have done? Anything? 

S7: She can make sieep, can't wake up, she make car crash. 

S2: She should have said, "No thank you." 
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S4: Or If say, "No." If say. "Can hit, crash." 
S6: Ignore him. Dr I ve. 

SI: She think she not want car - medicine [medicine In her car], then, "Go 
away," or say, "No thank-you." (Pause) Or, ask him, "Get out of car!" - 
say, not want him In. 

T: That would have been a very, very strong thing to do, but I think that 
would have nelped solve the problem. That Is a good idea. 1 like that 
Idea. 

S4: If can't do that, say, move away from the others, but think more of 
others than her. 

T: Maybe. That Is one thing to think about right? Who Is responsible for 
the lives of the people In the car? 

S5: Driver. 

S2: She should have said, "I don't allow people take drugs In my car." 
T: Maybe. Maybe that's a solution. 

S7: Or, If A did - If A say, "No thank you, I'm going to walk away." - or 
say, "Get out ! " 

T: Do you think A could have done anything differently? 

S5: Say, "No thanks. " 

S4: She say that, I think. She say a little bit that. 
T: She tried. She was thinking about It, I think. 

SI: Or sometimes when they use pills, sometimes they think she want to get 
out of car, not want them give her medicine, say, "Go home!", walk away. 

T: I think the Important thing Is to notice that most of the time we do not 
want to be alone, out of the group, or wrong. Most of the time, we 
follow the group, because we're afraid of what they will think. And It's 
not blaming M, blaming A, or blaming myself, but that seems to be the way 
groups work. And It's not only teenagers. Adults do the same thing. 
New, let's think about the group and then Individually, what do you think 
happened, or could have happened to the group - the three people - next? 
[Number 6. Evaluate the consequences.] 

S4: Killed. 

T: What else? 

S2: I don't know. 
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S4: Maybe A sleepy, and M became sleepy, stop the car In time - only sleepy - 
then the police wlil come, see sleepy. If guess, then will take to Jail. 

SI: Sometimes when they use pills, you get lady to call police. Ask her, she 
don't want them to give pills. She call police, get them out. Call 
police, can get them out. 

S7: If you - If they was sleepy and you dropped a pill out of can and police 
come. Check, "What Is they doing?", thinking, and check all of the car, 
and If saw the can or pills and read It, "It can make sleepy - them 
sleepy. ** 

T: Let me give you an example. Let's pretend that we kept going and M was 
driving the car. And then let's say that maybe M became a little bit 
sle^ ly, not a lot, and maybe she started driving a little bit funny 
[mo^.ls this], and maybe a policeman saw her. And then let's say that 
maybe they stopped the car, and then they saw that her eyes looked funny, 
because many, many times your eyes change when you're taking pills like 
this. Maybe they checked us. Then what would happen to me? 

S7: Take you to Jail or take you to the hospital. 

S3: Jail , maybe. 

S6: Gee a t Icket . 

SI: My mom Just got a ticket, I know. 
S7: [Models being In a stra I t jacket . ] 

S2: Take to hospital first, then If you are fine, go to Jail. 
S4: Or to court. 

S7: Or when you feel fine In the hospital, then not go to Jail, Just going In 
sadding, like white Jacket [models being In a straltjacket again], for 
funny th Ing. 

T: I don't know. I don't think so. 

S2: Sometimes retarded In hops I ta I for strange people only [models being In a 
straltjacket], I Ike that. 

T: Of the things that we have discussed, which solution to the problem do 
you think would have been best for everyone? [Number 7. Select the Best 
Solution.] Not Just for me, the bad Influence, and not Just for M, the 
driver, or not Just for A, the person who was forced to take the pill. 
What would have been the best solution to the problem? 

S4: For them to tell the man to get out of the car for Influence them bad 
things. 
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T: OK, that's one thing. Can you think of maybe another soiucion? (Pause) 
It's hard. It's very, very hard. 

S4: If they said, "Out!", think - mad, fighting. 

T: Maybe there'll be a fight? OK. Other problems? 

SI: Sometimes then A discuss to medicine, then to not take pills or medicine 
- discuss her not want take pill In the car. 

T: But do you remember that her friends were teasing and teasing her and 
calling her a baby, a mother's girl, chicken, "What's wrong, you 
afraid?", and like that? And then she began to feel a little bit 
embarrassed and maybe very nervous, but she took the pill anyway. Do you 
remember when we discussed about the boy - the young man - who drank all 
that alcohol? What was the one thing that never happened? Why did he 
die? 

S4: From listening to his friends. 

T: But what were - did anyone tell him to stop? 

S5: No. 

S4: Nobody. 

T: Old anyone In this situation tell me to stop*^ 
S6: No. 
T: Why? 

S4: They want to be part of the group. 

SI: Sometimes they think he can stop and think, soviet Imes. A little bit. 

T: Sometimes I think that people feel bad things always happen to other 
people. I'm not going to get hurt. We're not going to have an accident. 
He will not die. We can take the pills and nothing will happen. And i 
don't know why we feel that way, but many, many times, adults and young 
people feel the same, as If nothing can happen to me, but then you read 
over and over again that people do get hurt. I hope - I hope that If you 
have a situation that Is similar, that maybe you can use your under- 
standing of alcohol and of drugs and use your good sense and try to be 
the strong person In a group, because maybe what you do can influence 
your friends. 

SUMMARY AND CONCLUSrONS 

Culhane and Porter (1983) noted that, "Establishing the kind of meaningful 
communication between a deaf child and the surrounding world which fosters a 
developing sense of intent lonal I ty is a difficult, and perhaps relatively 
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Infrequent, accomplishment" (p. 35). We believe that this is both unfortunate 
and unnecessary. Deaf children can learn to be critical thinkers when they 
are provided with the prerequisite tools and when they are given permission to 
develop their own values and Intentions within a nonjudgmenta I environment. 

As Culhane and Porter further suggested, "If Intent lonal Ity relates to the 
why and purpose of behavior, values relate the the shou I d and direction of 
behavior. Values represent the standards by which choices are made and Inten- 
tional behavior Is guided" (p. 36). In order to make meaningful choices In 
life. Individuals must have the freedom to explore their values and develop 
their own belief systems. Good communication, emotional understanding, social 
awareness, and uncritical acceptance facilitate this type of personal growth. 

Substance Use Disorders do not result from meaningful life choices. 
Clients do not come Into our offices and say, "Well, Doctor, you see I was 
suffering from a clinical depression and chose to medicate myself with alcohol 
rather than undertake psychotherapy and use antidepressant medication." 
However, all Individuals, hearing and deaf, try to make sense out of their 
behaviors, which frequently Involves erroneous causal attributions about the 
present (e.g., "I don't like my work;" "My wife nags me."; etc.). According 
to Steltler (1985), the two most frequent Justifications given by abusers for 
their need to use alcohol and/or drugs are anxiety and boredom. In general, 
most substance users have little or no awareness of the dynamics that underlie 
the emotlona: pain they are trying to eliminate or mask. 

Through the use of the PATHS paradigm, deaf children and adolescents can 
explore the causes of behavior, reasons for feelings, and can hypothet lea I ly 
explore various solutions to problems. Any of a number of value- laden topics 
can be adapted to the curriculum, such as smoking, sexual abuse, sexual 
behaviors, death, suicide, prejudice, handicaps, and so forth. An additional 
area for creative adaptation would Involve education In the area of mental 
health (e.g.. When and why should an Individual seek treatment?; What does one 
do In therapy?; Do only "crazy" people go to therapy?; Do therapists "tell" on 
you?; Where do deaf people go when they need to see a therapist?; How and when 
does a deaf person use an Interpreter In therapy?; etc.). 

It Is very Important, however, for the teacher or counselor to be prepared 
for the types of thoughts and feelings (and even consequences) that are likely 
to arise. Many teachers (and even some therapists!) are not comfortable 
discussing feelings and attitudes, but find that they become much more relcxed 
as the curriculum progresses. We also believe that supervision Is extremely 
Important, at least during the first year of using the curriculum, since this 
Is an unfamiliar area for most Individuals. (One school counselor, for 
example, told the first author that when she began a group to teach deaf 
female adolescents about sex abuse, 8 of the 14 teenagers In that high school 
class eventually reported past Instances of sexual abuse from family members! 
She was then additionally appalled to find that there were no services In the 
area available for deaf adolescents). 

Access to an adequate vocabulary for the subject at hand Is also very 
Important. In the area of substance abuse, at least one book Is obtainable 
(Woodward, 1980), while Cassell and Darmsted (1983) have Invented additional 
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signs to fit specific drug and alcohol-related words. In the area of 
sexuality, at least two specialized sign books are available (Doughten, 
Mink In, & Rosen, 1978; Woodward, 1979). 

rinaliy. It Is obvious that the use of a curriculum will not prevent all 
future difficulties; on the contrary, painful feelings and disturbing problems 
are part of living. PATHS tells children that all feelings are OK to have, 
but all behaviors are not (I.e., what we do about our feelings may or may not 
be OK). PATHS does not make painful feelings disappear, but rather teaches 
children that both painful and pleasurable feelings are signals that provide 
useful Information. If we pay attention to these signals (I.e., If we 
"listen" to them), we can use this Information to Improve and have more 
control over our lives. Furthermore, we can apply the knowledge that problems 
can be solved and utilize our problem-solving abilities to facilitate our 
goals. 

It should be emphasized that PATHS Is an educational curriculum and Is not 
a replacement for therapy. Nevertheless, the skills and Information learned 
during the PATHS lessons will help prepare children for therapeutic treatment 
If It Is needed In conjunction with education or Is P' essary at some time In 
the future. • 

In summary. Substance Use Disorders exemplify one of the many types of 
problems typical In life. There are solutions, but no easy answers. We 
believe that adapting and generalizing the PATHS Curriculum Is a good choice 
to select for the goal of preventing substance abuse In deaf adolescents. 
Using our own paradigm, we have (1) stopped to think about the Issue, (2) 
Identified the problem, (3) Identified the feelings that accompany It, (4) 
decided on a goal, (5) generated and discussed alternative solutions, (6) 
evaluated some of the possible consequences of these solutions, and (7) 
selected what we think Is at least one of the best solutions. If you are 
Interested In pursuing this further, we will leave It to you to (8) plan the 
best solution, (9) try the formulated plan, (10) evaluate the outcome, and 
(11) If the goal Is not reached, try another plan or solution. 
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During the past two summers, 19S4 and 1985, The 
University of Tennessee, Knoxviiie, had conducted a child 
care workshop to provide training for paraprofessionai per- 
sonnel employed by residential schools for the deaf as dor- 
mitory child care workers. Although the target geograph- 
ical areas include the states In Federal Region IV 
(Alabama, Florida, Georgia, Kentucky, Mississippi, North 
Carolina, South Carolina, and Tennessee) trainees from 
other states have also participated. The training is 
offered for six weeks. Successful completion of the twelve 
quarter hour academic credit program meets the formal 
training requirement for certification according to the 
criteria of the Conference of Educational Administrators of 
American Schools for the Deaf. 

The child care workshops have been supported by the 
Unite* States Department of Education, Office of Special 
Educat ion and Rehab 1 1 i tat 1 ve Seer v ices (OSERS) Personne I 
Preparation Division. 

According to the April 1985 Directory of the American Annals of the Deaf , 
a total of 3,832 hear ing- impaired children attend residential schools for the 
deaf in the eight southeastern regional states; of these, 3,041 are residen- 
tial students. During the 1982-83 school year, 487 persons were employed as 
Chi Id care workers by these Inst ! tut Ions. These res i dent la 1 superv Isors 
as'sume primary responsibility for child care, incidental learning situations, 
behavior management, and essentially become surrogate parents between 3:00 
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p.m. and 8:00 a.m. on weekdays. They also have similar responsibility most 
weelcends of the school year because even though children are encouraged to go 
home for weelcends, travel distance and expenses limit many children to Infre- 
quent hCTS visits. 

During the nine-month school year the child care worlcers in residential 
schools for the deaf become the primary adult authority figures In contact 
with the children because they often supervise children more hours than do 
either the classroom teacher or the parent. Consequently, these child care 
worlcers can exert extremely significant Influences on the development of deaf 
children between the ages of 5 and the late teens. 

The child care worlcers are usually employed on a 40-hour week and 
generally work during evening or spilt shift schedules Including weekends. 
The starting pay Is generally near the minimum wage. Some fringe benefits 
Include meals and lodging. Since the eight southeastern schools for the deaf 
are operated by the state government, dormitory personr-*! are usually hired 
from a list of applicants for "state" positions which require, as a minimum, a 
high school diploir- or the equivalent. Because the positions offer substan- 
tial Job security without requiring technical or specific skill training, the 
number of applicants Is usually adequate. Nevertheless, the Job turnover and 
lack of pre-servlce training results In employment of persons who lack 
training In the area of child care and who often do not have the special 
skills In sign language needed for communicating with most deaf children. The 
schools sometimes offer a pre-servlce training consisting of one or two-day 
workshops which deal with school routines, emergency procedures, etc. Most 
schools offer some sign language training on the Job, but the training Is 
generally only a few hours a week thereby requiring several months for most 
people to acquire even rudimentary vocabulary. Thus, these critical parapro- 
fesslonal personnel who have enormous potential for enhancing and enriching 
the deaf child's educational environment, are frequently prepared only for 
child custodial duties. The Confernece of Educational Administrators of 
American Schools for the Deaf (CEASD) has set minimum standards for certifi- 
cation of houseparents. The certification Includes successful completion of 
three academic courses which Include the areas of child development, 
recreational activities, and sign communication. The certifying body specifi- 
cally states that schools may not set up Inalvldual certifying programs but 
must utilize programs which are attached to a college or university academic 
program. Although the certification courses Imply thai the three areas should 
be related to deaf children, there are no training programs in the entire 
region which supply specific training for child care workers in the area of 
deafness. Although several administrators of schools for the deaf have 
designed some In-service training activities, none meet the CEASD certifi- 
cation requirements. Several schools which happen to be located near colleges 
and universities havp encouraged personnel to take advantage of courses 
Offered by these institutions. The local institutions of higher learning fre- 
quently do not have the staff and expertise to teach courses as they pertain 
to deaf children. For example, most of the institutions do not offer sign 
i anguage. 

During 1982, Dr. Ed Shroyer of The University of North Carolina at Chapel 
Hill, conducted a survey of child care workers in schools for the deaf 
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throughout the United States. One conclusion of t..e study was that despite 
extremely low pay, child care workers seem to receive personal satisfaction 
from their employment and remain In their positions for a relatively long 
period of time. The respondents to the study Indicated a strong desire for 
training In order to Improve their level of effectiveness with the children. 

Also during 1981-82, Or. Rachel Miller, a southeastern representative of 
the Kellogg Foundation Schools of the Future program at Gallaudet College, 
surveyed dormitory personnel In residential schools for the deaf. Training 
pr lor ities of these chl Id care worlcers Included: chl Id and adolescent 
development , t Ime management , preventat I ve disclp I Ine, va lues c lar I f Icat Ion , 
self-awareness and Independence training, slcllls In decision making, and 
communication ability with parents, teachers, and supervisory personnel. The 
admin istrat Ive superv Isors of chl id care workers saw tra In Ing needs In the 
area of child and adolescent development, sign communication, and a need for 
Improvement In the quality of dormitory life. Or. Miller, a consultant to the 
educational programs throughout the southeast region, reported that admini- 
strators frequently express a major need for staff development among the 
dorm I tory personne I . 

Many local education agencies among the southeastern sta'.es utilize the 
state schools for the deaf as a means for serving deaf chlldrei, particularly 
those from rural areas. Although the enrollment of state relo^ntlal schools 
has dropped as more capable students are being served In local education agen- 
cies, the Increased number of multi-handicapped deaf children In residential 
schools further complicates the role of child care workers. 

Ouring the 1982-83 school year among the eight states In Federal Region IV 
there were 2,931 residential deaf students. More than 480 people were 
employed as child care workers. it Is estimated that between 70 and 80 new 
persons are needed each year. A survey of residential educational programs 
among the eight states In the region was made during the winter of 1983. The 
results of the survey are Included in Table 1. 

In summary, child care workers with minimal training are and will continue 
to be employed by residential schools for the deaf. The workers have 
completed high school or its equivalent with no training in child care nor any 
prerequisite competence in communication with deaf children. Rather than 
merely providing custodial care, these paraprofess lona I personnel have a high 
potential for enrichment of the educational and emotional environment for deaf 
children. Although minimum national certification standards have been spe- 
cified, there is no training program In any of the eight southeastern states 
to prepare people to meet these standards. Even though these personnel are 
relatively low paid, they appear to be dedicated to their respons lb I 1 1 tes and 
anxious to improve their effectiveness with deaf children. 

ADM I N I STR AT \ ON OF THE WORKSHOP 

In May, 1983 OSERS notified the University of Tennessee of funding for the 
program wh I ch wou id I nc I ude $1 , 000 tra I neesh I ps for up to n I ne teen ( 19) 
trainees. The tralneeship pays travel, living expenses, and tuition of work- 
shop participants. Recruitment of workshop participants was initiated through 
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TABLE 1 



Result of the Survey of 10 Residential Schools in Eight Southeastern 

States (Sumner 1985) 



Residential Staff Positions 
Positions filled by August 1, 1985 
CEASD Certified 
Fema le 
Handicapped 

Hear Ing-lmpal red 

Other 
Racia l/Mlnor I ty 
Positions Vacant 
New Employees 1984-85 
New Employees Needed 

Minimum Salary (Annual) 
Maximum Salary (Annual) 
Training for Certification 
Available Trained Personal 
Estimated Number of Trainees 

Total Number of Students 
Total Number of Residents 



Totals 
581 
555 
50 
375 
111 
106 
5 

147 
27 
86 



1985-86 45 

1G36-87 53 

1987- 88 64 

1988- 89 55 



$ 8,460 
$13,810 
None 
None 



Summer 1986 37 

Summer 1987 33 

Summer 1988 50 

Summer 1989 41 



3,233 
2,739 
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residential schooi administrators during Faii 1983 and yearly thereafter. An 
effort has been made to select trainees representing each of the target states 
who have: a year or less experience as houseparents; potential for continuing 
to function as a houseparent; and evidence of motivation to Increase their 
educational experience. A recommendation was requested from the residential 
school administration verifying the person's employment and expected continued 
employment In the dormitory the school year following the summer workshop. 
The trainees were selected and notified of their acceptance during the Spring 
of 1984. The first child care workshop was held during the Summer of 1984. 
Eighteen (18) participants completed the program in 1984 and sixteen (16) 
completed during 1985. 

THE CHILD CARE WORKSHOP 

The workshop has three major compone'its: sign language training, personal 
development and developmental laboratory, and cnild and adolescent study, 
which are described in the following section. 

Sign Language Training Componant 

All trainees entering the Child care Training Workshop are reouired to 
participate in a sign language course and sign language lab focusing on the 
development of American Sign Language skills. The students meet daily for one 
hour to learn communication techniques in American Sign Language in a course 
taught without the use of speech. The recent proliferation of research in 
American Sign Language has validated the existence of linguistic parameters 
(Kllma &Bellugl, 1979; Friedman, 1977). 

The purpose of ^U\s sign language class is not to narrow the philosophical 
approach of child care worker; rather, it is to expand the existing skills of 
these service providers, in an effort to do so, it is believed that expanaing 
each worker's ASL communication skills enhance more effective communication 
with deaf students. The staff of this training program recognizes the empha- 
sis many residential schools place on Manual Codes for English. it is our 
experience that these training programs have provided ample opportunities for 
Child care workers to learn the system at their school. However, it is well 
documented that the language of the majority of deaf people Is American Sign 
Language (Kllma & Bellugl, 1979; Friedman, 1977), and hearing people who work 
with this population can function more successfully having acquired these 
sign Ing sk 1 I is. 

Because the trainees enter this workshop from various backgrounds and 
exper lences with deaf people , they represent a potpourr I of s ign language 
systems and skills. Consequently, the initial major task Is to determine a 
common ground from which to train these persons in ASL. An Initial assessment 
of current sign language skills Is conducted by a deaf person who has had for- 
mal training In teaching American Sign Language. The ensuing course curricu- 
lum Is then developed to meet the needs of the current training group. 

It Is Important that all the trainees become as immersed as possible in 
using sign language while attending this training session. Use of sign 
language as the teaching medium, videotapes, a sign language lab with a deaf 
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Instructor, and Interactions with a deaf person outside of class collectively 
encourage their skill development. Vocabulary development, linguistic prin- 
ciples, and deaf culture are the three areas which form the core of the course 
currlculm. The areas were selected because they are the most practical areas 
on which to focus and provide the trainees with much Information and hands-on 
experience within the limited time frame. 

perhaps the greatest value such a course can provide Is In the respect 
these workers develop for the language capabilities of young deaf people. 
This In Itself serves as motivation to communicate with a child on his/her 
level as opposed to communicating as s/he "should be." Respect for the child 
and the language s/he uses Is the focal point of accepting ASL as a viable 
language. Once this motivation Is Implanted, the child care worker can return 
to work with a greater understanding not only about communicating with their 
children but also their culture. 

As a result of this perspective on sign language teaching, the learning of 
vocabulary and various grammatical structures of ASL become only pieces In the 
puzzle of communicating with deaf children. It was Intended as well that the 
attitude of effective communication be built upon respect for children and 
acceptance of their methods of communication, whether that consist of American 
Sign Language or a Manual Code for English. 

Personal Developwant and Developmental Laboratory 

The catalog description for the course says that personal Development Is 
"a study of the relationships among self, others, and environment In contem- 
porary culture. Topics Include self-awareness. Interpersonal skills, environ- 
mental awareness, values clarification and socialization." For this workshop 
the objectives were more specific and Included the ability to play and lead 
five types of group communication activities and games intended to enchance 
the deaf student's educational and residential environment. The five types of 
activities are detailed later In this paper. 

The goal of the Developmental Laboratory was to give practice In leading 
the five types of activities (the learning by doing approach). Demonstrations 
and practice was also conducted In order to help the participants learn and 
review rules and coaching techniques for basic sports (softball, basketball, 
soccer, and volleyball). 

Considerable research has been conducted about the stages In the develop- 
ment of an effective group and about the positive Influences the group can 
have on the Individual; for example, how a group develops through stages In 
much the same way that a child develops Into an adult In a phased or system- 
atic fashion. A group can be stalled at a particular stage of development 
Just as a chl Id's development might be blocked at some stage of growth. 
Figure 1 Illustrates that the meetings are sequenced In a way which Is con- 
sistent with what normally happens during the establishment of an effective 
group. 

In the following discussion an attempt will be made to present an example 
of each of the types of activities or meetings. The activities are Intended 
to be done one to three times per week rnd require some specific skills and 
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FIGURE 1 

Four Stages of Group Developnient 



Five Types of 
Meet 1 ngs 


STAGE 1 
Inclusion/ 
Membership 


STAGE 1 1 
EstabI Ishing 
Shared Influ- 
ence/Col labor- 
t Ive Decision- 


STAGE 1 1 1 
Pursuing 
Individual/ 
Master Goals 


STAGE IV 
Self- 
Renewa 1 : 
Adapt Ing 
to Change 


Involvement 


XXX 








Rules 




XXX 






Thinking 


XXX 


XXX 






Hypothet leal 
Problems 




XXX 


XXX 




Real problems 




XXX 


XXX 


XXX 



So I V I ng 



Figure 1. Relationship of the Five Types of Meetings to Stages of Group 
Development 

procedures for effective leadership. Some of the skills pertinent to each 
type of activity will be Included In the discussion. 

Invo l vement actlvltes . The goal of these activities are to help the stu- 
dents become friends with each other and with their counselors, to promote 
mutual trust and to establish a sense of belonging. The participants are 
encouraged, but not forced, to share Information about themselves and subjects 
familiar to them. It might be said that people do not grow In a hostile 
environment! One assumption Is that each person should have at least one per- 
son In the dormitory who likes him or her. One of the favorite activities 
used as an Involvement activity Is called "What Is Your Bag?" Participants 
are asked to make a bag using a grocery bag, magazines, scissors, and paste. 
The bag Is to be decorated on the outside with pictures that show how most 
people see you. Pictures are placed Inside the bag to represent "how you 
think you really are." In other words, the outside of the bag represents the 
Image the student presents to the outside world, and the Inside of the bag 
represents the Image the student has of himself and herself. 

When leading an activity like this It Is Important for the leader to allow 
the members to proceed at their own pace. Some participants may want to share 
only the outside of the bag. What Is presented should be accepted by the 
leaders In a nonjudgmental manner and members should be encouraged to listen 
carefully and to ask useful questions. It Is usually helpful If the leader 
and group establish some rules for the discussion of the bags. Two useful 
rules are, "No put downs" and "Listen to each other." 
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Rules Meetings . Rules dire not only useful for conducting group 
discussions, they are also valuable for developing a positive atmosphere In 
the dormitory and outdoor play areas. Rules meetings Involve the students in 
theformatlon of standards of behavior and thereby Insure greater cooperation. 
The assumption Is that students will have a better attitude towards rules that 
they have some voice In determining. There are, In actuality, two forms of 
rules meetings. One type of meeting Is designed to help the students become 
familiar with the rules which have been predetermined by the school authori- 
ties, it is important that the students be aware of the rules and know the 
consequences for violating them. It Is usually effective to lead a discussion 
about why the rules were established and why the rules are helpful to the 
group, if the rules are fair most of the group will support them. 

A second type of meeting focuses upon the rules that are left to the coun- 
selor's discretion. Examples are those rules which apply to the counselor's 
interactions with the students or the standards needed for a particular wing 
of the dormitory. in rules setting meetings, rules are determined cooper- 
atively by the counselor and students. One question is, how many rules are 
needed? Rules should be kept to a minimum of five to seven because more than 
that is difficult to remember. (Note the number of people you know who can 
recall every one of the ten commandments.) When the counselor and the group 
brainstorm for rules they will come up with a large number, usually 20 to 30. 
In order to bring this number down to size the counselor can ask the group to 
reduce them by looking for similar or overlapping statements. The counselor 
has the final authority about the rules and can reduce the list to a man- 
ageable number. A second meeting at which the group members agree to the 
rules Is usually constructive. 

There are some areas which the counselor, by virtue of experience, can 
Identify potential problems. These rules might best be stated as "my rules," 
and presented to the group as the counselor's "bottom line" regulations. In 
review, the counselor conducts a meeting about the school rules, and plans for 
a brainstorming meeting with the group to determine what other rules are 
needed. The objective is to develop a short list of "our rules," which the 
group agrees to follow. Dormitory residents will still violate the rules, and 
the counselor will still need to enforce them. Better compliance Is usually 
obtained though because the residents are breaking "our rules" rather than a 
set of arbitrary rules developed by only the counselor. 

One obligation that most of the dorm counselors have is to develop bulle- 
tin board displays. Members of the workshop have p jnned to use the results 
of rules meetings as material for bulletin boards. Naturally the rules should 
be written down and made available to everyone. Writing them on the bulletin 
board, or better yet having group members prepare the display of the rules. Is 
a good way to emphasize the rules, fill a board, and have the group involved 
In a relevant activity. Some groups have assumed the respons lb I Ity for the 
bulletin boards for the rest of the year. Other counselors have used the pro- 
duct from a "What is My Bag" activity or similar activity to cover the board. 
When this is done the students spend a good deal of time looking over the 
board and, in some cases, changing them from day to day. The counselors need 
to remember that only public information (material on the outside of the bags) 
about the residents is to be displayed. Figure 2 shows an outline of a plan 
for a rules meet Ing. 




312 



FIGURE 2 
A Meeting on Rules 



Identify the Topic 

The question for our rules meeting is, "What rules do we need to have for 
our dorm this year?" 

Ask for Def Init Ions 

What do we mean when we talk about dorm rules? 

Personalize the Discussion and Ask for Specifics 

What rules have you had In other years? 

What rules do you have at home? at school? 

What other places where you have been have rules? 

Ask for Judgments and Agreements/0 1 sag'-eements 

Why do we have rules? 
What are some good rules? 
What are some bad rules? 

What rules would you like to have for our dorm? 

Do you know anybody who disagrees with you? If yes, why do they disagree 
with you? 

Do you know anybody who agrees with you? If yes, why do the agree with 
you? 

How many of us should agree on a rule before we make It one of our dorm 
rules? 

Chal lenge the Group 

Wh I ch ru I es will you be w 1 1 1 1 ng to f o 1 1 ow? 
What should we do when our rules are broken? 
What are some ways people bother others? 
What should we do when this happens? 

Would two or more of you volunteer to list our rules on the bulletin 
board? 



Figure 2. Taken from Thompson, C. L., & Poppen, W. A. Guidance Activities 
for Counselors and and Teachers . Brooko/Cole, 1979. Pages 141«42. 

Thinking Discussions . The third type of meeting that Is taught In the 
workshop Is what Is called a "Thinking Meeting." One purpose of the meeting 
Is to maintain the group coheslveness that was developed through the Involve- 
ment activities. Other goals are to help the students develop the ccnmunl- 
cation ski I Is and mutual trust needed to work together as a group. The 




discussions are conducted In an Informal setting and require that the coun- 
selor use some specific questioning skills. The topic for discussion needs to 
be clearly Identified and clarified. The leader must know how to personalize 
the conversation, how to ask for agreements and disagreements and how to 
challenge the group. The discussions need not come to any consensus or group 
decision because It Is better If the thinking meetings are ended when there Is 
still considerable disagreement and discussion. The Idea Is to develop topics 
that the group members can continue to think about and discuss with others. 

How the topics for discussion are stated Is extremely Important. "What If 
. . ." Is a good beginning for the topic statement. Nearly any "what If" 
question about a subject of Interest to the group members will provoke com- 
ments. Some examples are, "What If football were abolished?" "What If 
someone offered your dorrr. wing $500 If you could avoid watching television for 
a month?" "What If you knev the time of your death?" The kinds of questions 
to ask during the thinking discussion are the same as those Illustrated In 
Figure 2 (A Meeting On Rules). After a few of the meetings have been con- 
ducted the students can be asked to give their Ideas about the topics for 
discussion. The counselor should mike the final selection of the topics 
though because it Is very hard to lead a discussion If the topic Is considered 
too sensitive by the leader. For example, the members of the group may want 
to talk about abortion but the counselor will be Ineffective Ir he or she has 
^ very definite opinion about the topic and cannot tolerate the expression of 
some different points of view. The meetings should be kept short! Twenty or 
thirty minutes Is usually enough for a good sharing of opinions by all group 
members. 

Hypothetical Problem Discussions . The fourth type of meeting Is called 
the hypothetical problem discussion. The purpose of these meetings Is to con- 
tinue the group's developmant as a group. The group needs to learn skills for 
identifying and solving problems. The hypothetical problem meetings can be 
thought of as a forerunner to the problem-solving meetings In which matters 
directly involving the dormitory residents will be considered. When students 
are involved In the discussion of an actual problem, emotions are usually 
high; therefore learning the problem-solving process and skills may be blocked 
or hindered. Conversely, when responding to a hypothetical problem students 
can concentrate on the process and skills used to clear up problems. 

Through the hypothetical problem meetings, the students should become 
familiar with the first four steps of the problem-solving process. The steps 
are: problem Identification, determining alternatives, predicting the pros 
and cons of each Alternative, and deciding on the best solution to try. 
Students are taught to use brainstorming methods In order to come up with a 
list of a I ter nat I ves. Another procedure wh I ch is very su 1 1 ab I e for do I ng 
problem-solving discussions Is open chair role-playing. A diffcult task In 
group discussions Is maintaining group Involvement while one or two of the 
Members are engaged In role-playing. Some students are reluctant to role-play 
If they are only one of two role players. The open chair method engages six 
members In the role-play at the same time. When properly used, this activity 
can help the group focus on hypothetical problems and learn about the problem- 
solving process. 
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The purpose of problem-solving meetings Is to find ways to deal with group 
or Individual problems that are Interfering with the social environment of the 
dormitory. Both the hypothetical problem and the real problem-solving meeting 
follow the same process except the real meeting adds two st ;s to the process. 
The steps are: (1) Implementing a solution, and (2) evaluating the success of 
the solution. In other words, a commitment Is made to do something about the 
prob I em . 

Four questions have been found useful In helping groups or Individuals 
consider what might be the effects of an alternative. The questions are: 
(1) What are the effects on you? (2) What are the effects on others? (3) How 
will you feel If you do this? and (4) How do you think others will feel If 
you do this? The first two questions deal with the tangible effects while the 
last two questions relate to Intangible aspects (Wheeler & Janis, 1980). 

In review, these are the five types of activities and meetings taught In 
the workshop. The Intetiilon Is to give the dormitory counselor a systematic 
set of procedures to use In establishing and maintaining an effective social 
environment for the residents. Students have actual practice In leading the 
groups. Also Included are recreational experiences In playing and coaching 
four sports: Softball, basketball, soccer, and volleyball. 

Chi Id and Adolescent Study 

A third component of the chlldcare workshop Is a two-part course focusing 
on the child In the 5 to 12 age group In Part I and the adolescent youth In 
Part II. Although It Is a required course for all persons majoring In educa- 
tion. It Is a recommended elective for all students who are planning to work 
with children and youth as well as for persons who are parents or are antici- 
pating being parents. A laboratory experience Is combined with the course In 
which trainees discuss problem-solving techniques basod on actual anecdote 
situations collected from supervisors of adolescents of various ages Including 
mult I- handicapped deaf. These Include videotaped situations and narratives of 
Incidents experienced by dormitory personnel from their work settings. 

Following completion of the "Child and Adolescent Study" portion of the 
workshop, the trainee Is able to demonstrate the following skills: 

1. The ability to distlnqulsh between normal and abnormal physical, 
social, and cognitive development In adolescents; 

2. The ability to tutor adolescents who have different styles of 
learning: 

3. The ability to motivate adolescents through the use of Adierlan, 
behavorlal, and humanistic psychology (see Figure 3); 

4. The ability to use logical and natural consequences, rather than 
punishment, managing the behavior of adolescents (see Figure 4); 

5. The ability to respond to adolescents on levels III, IV, and V of 
Carkhuff's model of active listening and effective helping. 
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FIGURE 3 

Developing Cooperative Partnership Behavior Contracts for Dormitory Use 
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PAYOFF 



5 points: 
5 points: 
5 points: 
10 points: 
15 points: 
20 points: 
25 points: 
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FIGURE 4 



A Ten Step Plan for Teaching Discipline 



PHASE I - Making Friends With Your Problem Adolescent 

Step 1 - L«st those things you have tried that did not work when s/he 
misbehaved. Take a pledge to not repeat any of these unhelpful 
Interventions (e.g., threatening, removal of privileges, etc.) 

Step 2 -Try a change of pace. Make a list of new things you might try 
(e.g., catching your student In good behavior, havlnn a signifi- 
cant other adult at the school giving your student 20 seconds/day 
positive attention, etc.) 

Step 3 - Have a better day tomorrow. Make a I 1st of things you can do 
which cost no money but could help your student have a better day 
tomorrow (e.g., play a sport or game with your student, ask your 
student to help you with a project, feature your student In your 
biweekly personality of the week bulletin board complete with a 
big picture and positive statement (only) by the other dorm resi- 
dents, etc.) 

PHASE II - Counseling Your Student 

Step 4 -One sentence counseling Is used In stt^j four. For example, the 
"could It be" questions: 



(a) Could It be that you want me to pay attention to you and you 
do these things Just to get me to look at you? 

(b) Could It be that you want to be the boso and you do what you 
do Just to prove that you can get your way? 

(c) Could It be that you have had your feelings hurt and you want 
to {,dt even by hurting me? 

(d) Could It be that you want me to get off your back and the way 
you try to do th Is Is to mess up everything I ask you to do? 



Step 5 - Counseling about rules Is the focus of step five. 



(a) mtt did you do? 

(b) What Is ou£ rule about this? 

(c) Was what you did against our_ rule? 

(d) What were you supposed to do? 

(e) What Is a plan you can follow that will help you do what you 
are supposed to do? 



Step 6 - Heal I ty-based counseling Is a little more Involved. 



(a) What did you do? 

(b) HOW did It help you? 

(c) What could you do that would be more helpful to you? 

(d) What will you be willing to try In your plan to do more help- 
ful behaviors? 

(e) When can we meet again to find out how the plan Is working? 
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FIGURE 4 



A Tan Step Plan for Teaching Discipline 
(Continued) 

PHASE III - Isolation Methods When Behaviors Infringe on The Rights of Others 

Step 7 - isolation methods within the dormitory lUing area could Include a 
secondary seating area often referred to as seat #p of a quiet 
corner such as a study carrel. 

Step 8 - isolation methods outside the dormitory living area could Include 
a time out room where a student may write a play for returning 
and remaining with the other residents. 

Step 9 -Systematic exclusion methods could Include longer term isolation 
for serious behaviors involving violence and severe Infringement 
on other's rights. »erhaps a dormitory space could be reserved 
for students requiring more time away from the group. 

Step 10 . The final step Is conference planning with the student, parents, 
and staff on the topic o' seeking an alternative placement and/o^ 
treatment for the student. The previous nine steps utilize most 
of what Is known In psychology about teaching the subject of 
discipline. Most successful Interventions occur In Phase I where 
houseparents try their best to make friends with the problem 
student . 



The ten step plan Is described In detail In: Thompson, C, & Poppen, W. 
Guidance activities for counselors and teachers . Available from KInko's 
Copies, 1715 Cumberland Ave., Knoxvllle, TN 37916. The price of $12.25 
includes tax, postage and handling. 

6. The ability to send and receive personalized "i" messages 
I nvo I V I ng : pos 1 1 1 ve feedback , negat I ve feedback , requests , 
refusals, and complaints. 

7. The ability to teach adolescents problem-solving skills by 
helping them to learn how to become their own counselors; 

8. The ability to conduct effective counseling Interviews with ado- 
lescents. 

Two examples of specific concepts taught in the course are beha^/lor con- 
tracts and a 10 step plan for teaching discipline. A sample contract and an 
outline of the discipline plan are presented In Figures 3 and 4. 

Pol low-Up Evaluations 

The chlldcare workshop has been evaluated by a questionnaire sent to all 
participants. Many times workshop participants are enthusiastic about their 
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TABLE 2 
The Impact of The Workshop 





End of One Year 
(N«22) 


End of Two Years 
(N-8) 

Dor OAr> t 

r or won i 


None 


0 


0 


Little 


0 


0 


Some 


23 


37.5 


Much 


32 


12.5 


Very Much 


45 


50 



learning Immediately after a workshop only to be disappointed later when they 
attempt to put their learning Into practice. The follow-up studies were con- 
ducted to verify the positive responses obtained at the end of the two work- 
shops. The members of the first workshop were surveye ' twice, first in 
November, ^984 and again In February, 1986. The participants o\ the second 
workshop also were mailed questionnaires In February, 1986. All question- 
naires were Identical In form. 

A total of 34 questionnaires were mailed to the participants one year 
after their respect ivd workshops (18 for the 1984 workshop and 16 for the 1985 
workshop). Respon-.es were obtained from 12 for the 1984 workshop and 10 for 
the 1985 workshop. Of those returned, 18 or 82% Indicated that they were 
currently employed as child care workers. 

The questionnaire contained five questions designed to gather Information 
about the effects of the workshop. The first question pertained to the 
overall Impact of the workshop In preparing the participant to become more 
effective In "your work." The results are shown In Table 2. All of the 
respondents Indicated that the workshop had some Impact by helping the par- 
ticipant become a more effective worker. After two years, 50% said the effect 
was "very much." After on-^ year 45% Indicated the workshop had "very much" 
impact upon effectiveness at work. 

The second question asked the workshop member to "check the ideas or 
approaches which you are using with deaf children." These results are pre- 
sented In Table 3. 

The responses show that active listening was the approach used ly most of 
the participants. Over 50% of those responding indicated use of 6 of the 11 
major concepts/skills taught In the workshop. The two year follow-up responses 
show that 9 of the 11 concepts were used for 63% of those responding. 
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The third question asked the participants to rate their sign comman Icat Ion 
Skills upon entering and leaving the workshop. The responses are shown for 
participants one year and two years after the workshop (see Table 4). 

The results presented In Table 4 show the growth by participants In both 
expressive and receptive conunun Icat Ion skills. The two year follow-ups show 
that all ratings were "adequate" and higher. Upon entrance, these people had 
rated "minimal" for both expressive and receptive. The post ratings for the 
one year follow-up for both expressive and receptive skills show that every 
participant gave a self-rating of adequate (5) or higher except one "3" 
rating. it should be noted that two deaf participants (9%) entered the 
program with "excellent" ratings for both expressive an j receptive skills 
The twenty-two below adequate pre-workshop ratings were reduced to only two 
for the one-year post rating. 

A fourth question asked of the workshop participants on the survey was to 
"rate the Impact of the sign language class In improving your ability t-. 
relate to deaf children with whom you are now working." The results In Table 
5 show that for the one and two year follow-up results 87% and 88% rated the 
Impact as adequate, good, or excellent. Again It should be noted that the 
workshop did include deaf participants who had excellent skills upon enter Ina 
the workshop. 

All participants said that they would recommend the workshop to others. 
Only 3 of the 30 responses Indicated any reservation about the recommendation 
At the end of one year 82% saad they would strongly recommend the workshop to 
others (see Table 6) . 

The evaluations of the workshop are uniformly positive. The support for 
the experience continued for two years following the workshop. Reports 
obtained one and two years after the workshop Indicate that the participants 
use the skills taught and report being more effective In their work. 
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TABLE 3 

Ideas/Approaches Used With Deaf Children^ 



Approach One Year Two Years 

(N-22) (N-8) 

N Percent N Percent 



Active Listening 


19 


86 


8 


100 


Four goals o 
misbehavior/ log lea 1 
consequences 


17 


77 


8 


100 


Games/Sports 


14 


64 


6 


75 


Real 1 ty therapy: 
10 step disclpl Ine 


13 


59 


6 


75 


involvement techniques 


12 


55 


5 


63 


Rules meetings 


11 


50 


6 


75 


Problem-solving meetings 


10 


45 


7 


75 


Think Ing meet ings 


10 


45 


6 


75 


Effective complaining 


9 


41 


5 


63 


Contract Ing 


6 


27 


1 


13 


Group meet Ing sk I 1 Is 


6 


27 


3 


38 


Adapt Ions of all of 
above'' 






1 


10 



3 members may check as many as they use 
^ wr 1 te-in comment 
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TABLE 4 
Sign Communication Skills 



One Year Fol low-Up 
(N=?^^ 



Expressive 



Rating 


Pre 


Post 


N 




N 


i 


Minimal l 


0 


0 


a 


Q 


2 


1 


5% 


0 


0 


3 


5 


23% 


1 


5% 


4 


3 


147. 


0 


0 


Adequate 5 


5 


23% 


4 


18% 


6 


4 


18% 


4 


18% 


7 


1 


5% 


8 


37% 


8 


1 


5% 


2 


9% 


Excellent 9 


2 


9% 


3 


14% 



Two Year Fol low-Up 
(N=8) 



Expressive 



Rating 




Pre 


Post 


N 


% 


N 


i 


Minimal 


1 


3 


36% 


0 


0 




2 


0 


0 


0 


0 




3 


0 


0 


0 


0 




4 


0 


0 


0 


0 


Adequate 


5 


2 


25% 


3 


38% 




6 


0 


0 


0 


0 




7 


2 


25% 


4 


50% 




8 


1 


13% 


1 


13% 


Excel lent 


9 


0 


0 


0 


0 



Minimal 1 
2 
3 
4 

Adequate 5 
6 
7 
8 

Excellent 9 





Recet 


tive 




Pre 


Post 


N 


% 


N 


% 


1 


5% 


0 


0 


3 


14% 


0 


0 


3 


14% 


i 


5% 


6 


27% 


0 


0 


2 


9% 


4 


18% 


2 


9% 


5 


23% 


2 


9% 


7 


32% 


1 


5% 


1 


5% 


2 


9% 


4 


18% 



Receptive 





Pre 


Post 


N 


% 


N 


i 


1 


3 


38% 


0 


0 


2 


0 


0 


0 


0 


3 


3 


13% 


0 


0 


4 


0 


0 


0 


0 


5 


0 


0 


2 


25% 


6 


J 


13% 


1 


13% 


7 


2 


25% 


2 


25% 


8 


1 


13% 


3 


38% 


9 


0 


0 


0 


0 
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TABLE 5 

Impact of Sign Language Class 



Response 


One 


Year 




Two Years 




N 


Percent 


N 


Percent 


None 


2 


9 


0 


0 


M i n i ma 1 


1 


5 


1 


13 


Adequate 


4 


18 


2 


25 


Good 


10 


46 


4 


50 


Exce 1 lent 


5 


23 


1 


13 



TABLE 6 
Recoomend Workshop to Others 





Year 


One 


Year 


Two 




(N- 


22) 


(N-8) 


Response 


N 


% 


N 


% 


Strongly Discourage 


0 




0 




No 


0 




0 




Yes, with Reservations 


2 


9% 


1 


13% 


Yes 


2 


9% 


2 


2»% 


Strongly Recommend 


18 


82% 


5 


63% 
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SELF HELP GROUPS FOR DEAF ADOLESCENTS: 
PROBLEMS OF DRUG AND ALCOHOL ABUSE 



MARY ANN KLEIN 
PEDRO ACEVEDO 



The New York Society for the Deaf Substance Abuse 
Program has been operating for four years. This program Is 
funded by the Division of Substance Abuse Services of the 
State of New York. The objectives of this program include: 
outreach to the deaf community. In-service consultation to 
agenc I es and programs , case management , and I nd I v I dua I , 
group and family counseling. Broad based agency goals pro- 
vide for assistance to alcohol and drug programs In order 
to access their programs for deaf persons. 

Traditional programs and services for deaf substance 
abusers have been Ineffective and have n.ost often met with 
little success due primarily to poor communication and lack 
of understanding of the unique and special needs of deaf 
persons. The Society's community-based program has proven 
to be an effective model of service delivery, in this pre- 
sentation we will address the Issues, needs and strategies 
for Intervention, and provision of services for deaf 
substance abusers. 

THE PROBLEM OF DRUG AND ALCOHOL ABUSE 

In order to gain an overview of the problems associated with drug and 
alcohol abuse among deaf adolescents. It Is important to consider the disease 
of substance abuse and Its biological, psychological and social consequences. 
Secondly, It Is necessary to view the deaf adolescent within a developmental 
context, and In relation to some areas of stress that a disabled individual 
characteristically experiences. The problem of substance abuse Is complex. 
It Is helpful to address it from an holistic perspective by breaking down the 
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biological, psycho log leal , and social factors In order to plan treatment and 
rehabilitation strategies. 

According to a 1981 survey reported by the National Institute of Alcohol 
and Alcoholism, national statistics Indicate that there are 10,000,000 alco- 
holics In the United States, 73,000 of whom are deaf. One out of 10 persons 
Is known to have a drug and/or alcohol problem. within the disabled com- 
munity, the ratio Is estimated to be 1 out of 20. Statistics reveal that 70% 
of adolescents between the ages of 12 and 17 have experience with drugs and 
alcohol. In the last decade, there has been much Information published on 
alcohol Ism, but very little on alcohol Ism and the deaf Individual . 

Substance abuse, both alcohol and drug. Is a progressive disease that has 
both direct and Indirect consequences on the physical, mental and spiritual 
health, not only In the affected Individual, but also among their family and 
friends. The body functions by maintaining a biochemical balance, and Is 
negatively affected by chemical Ingestion. When there is excessive chemical 
Intake, It Is manifested In loss of control, mental disturbance and 
dysfunction In all aspects of an Individual's life. 

Alcohol enters the bloodstream and circulates within the body In minutes. 
The faster It Is consumed, the quicker one loses control. The body burns 
alcohol at a rate of approximately one half ounce per hour. Therefore, a 150 
to 180 pound person having only one drink In an hour could remain sober. 
Inebriation begins as a feeling of happiness, then excitation, and progresses 
to a feeling of confusion, followed by a state of stupor, ultimately 
progressing to > comatose state. Long term effects of alcoholism are damage 
to the liver and heart, with possible stomach ulcers, malnutrition, cancer and 
brain damage. 

Biological reactions to chemicals cause physical symptoms affecting the 
bloodstream and brain, robbing the body of required vitamins and minerals. 
These reactions hav^e direct Impact on organs. Including the liver, heart, and 
digestive system, as well as on an Individual's cognitive processes and 
psychological growth and well-being. 

Psychological effects of drug and alcohol abuse are seen In the dramatic 
Interruption of the development of the Individual's process through what 
Erikson defines as the "life cycle stages." Each developmental level Is 
dependent upon sequential growth of the stages of an Individual's life In 
orv>jr to achieve successful Integration through the last stage of the life 
cycis. Socially, the Impact of one's growth affects the values, laws and 
Internal controls by which an individual lives his/her Mfe. Drug and alcohol 
abuse disrupts the successful completion of development through each of these 
stages. 

Adolescence Is the period spanning the years from 12 to 18, and Is charac- 
terized by physical changes that affect the glands and hormones. This period 
often Is seen as occurring In erratic spurts, particularly with a reawakening 
of sexual Interest. There is a profound impact on the emotional and social 
maturat Ion wl th the adol escents ' strong desi re to move from dependence to 
independence. This emancipation Is played out by denial of parental values 
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and a shift toward peers for feedback and support In an effort to develop a 
social self. It is a period of contradlcat Ion and confusion, struggle and 
conflict, rebellion and unrest, all In an attempt to develop an Identity and 
self-esteem. The Instability of adolescence then, caused by biological 
changes, psychological confusion, and changes In social behavior — results In 
Increased anx lety . 

Deafness Is more than a medical diagnosis, and needs to be viewed as a 
separate entity. it Is a disability w^lch severely affects receptive and 
express l ve commun I cat I on , often r esu 1 1 1 ng In a severe I anguage def I c 1 1 . 
This expressive and recotlve language Impairment can contribute to Isolation, 
I'eellnfs of Inferiority, and has an adverse effect on the Individual's self- 
esteem. It Inhibits the development of a social self, which is gained through 
Interaction with others, feedback, and positive familial and social Involve- 
ment . 

Linguistic limitation, generally Imposed by a iate diagnosis of hearing 
loss, poor education and limited commune I at Ion, compounds the lack of com- 
munication generally ir/.erent In the adolescent stage. Studies of deaf ado- 
lescents have shown ^^iy deprivation In the formative years to Impact on 
cognitive development and psychological adjustment. This can ultimately have 
a profound Impact on the emotional maturity of a deaf Individual. 

A profile of a deaf adolescent at high risk for alcohol and drug abuse can 
be a result of the isolation, linguistic limitations, adolescent Identity 
crises, and an increase In stressful situations that a deaf adolescent 
experiences. The anxiety and physical energy Inherent during adolescence 
needs to be rechanneled In positive directions. What usually occurs, however. 
Is that adults tend to minimize this period of uncertainty and stress. 

Additional stress may be caused by family problems such as divorce, 
illness, and death, all of which are compounded by poor or little com- 
munication between the deaf ac'^lescent and his family. Adolescence "normally" 
Includes experimentation with popular drugs such as alcohol and marijuana. 
Peer pressure contributes to the usn of drugs as a form of socially acceptable 
recreation. In addition, adolescents are often surrounded by adults who smoke 
and dr Ink and then "preach," Imposing contradictory s tandards of behavior . 
The stage Is then set for the deaf adolescent to abuse alcohol and drugs as a 
relief and an escape as we 1 I as a means to gain social acceotarce. Identity 
Issues are further complicated by a need to balance the oppos ng "deaf and 
hear Ing wor Ids." 

Let us examine some of the barriers to effective treatment of substance 
abuse. What hau emerged is that alcoholism and drug abuse Is a "hidden 
problem" In the deaf community. Due to the isolating factors of deafness, 
there is a stigmr., a perception that alcoholism Is a sin, and the view that 
"character weakness" Is the problem. There Is limited Information available 
for deaf adolescents on alcohol and drug abuse as a disease and the language 
barrier often hinders the Identification of those at rl <. A lack of pro- 
fessionals trained In both deafness and addiction f .'ther .nhlblts the helMng 
professions In dealing with Issues and providing treatment. Fear, denial, 
oaternalism and a lack of knowledge all combined, result In deaf Individuals 
vho are undiagnosed, untr^^^ted and uncounted. 
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How do we. as professionals in deafness, attack the problem of substance 
abuse with deaf adolescents? What are the avenues open for treatment? 

The first step Is to start with early Identification of hearing loss and 
provide families with appropriate Information, referral and <?upport to work 
through the process of accepting the deaf child. It Is Imperative to help 
parents deal with their disabled child and establish vital parent-child com- 
munication from the onset. Schools need to address substance abuse through 
education and the encouragement of open dialogue In order to develop trust 
between students arJ counselors and to begin educational and prevention 
proprams . 

Outrec'**^ to schools, recreation programs, community clubs and social 
groups Is a vehicle to reach "at risk" adolescents. These efforts begin the 
process of providing Information and understanding of the problems of 
substance abuse. The goal Is to pave the way towarri changing attitudes and 
views thus leading to an understanding that substance abuse Is a disease. 
These programs can be an effective way to bridge the gap between professionals 
and the deaf community In a productive way. Gaining support from deaf com- 
munity leaders Is key to effective work In the area of substance abuse. 

In working with deaf adolescents and substance abuse, several areas need 
to be addressed. Children who are at high -|sk exhibit telltale signs such as 
poor school work, lethargy or changes In behavior which help In early Iden- 
t If let Ion. The need to engage adolescents to "talk" about the differences 
between the typical developmental stresses of adolescence and dru& related 
problems Is paramount. Deaf children of alcoholics should be directed to a 
group, such as those patterned after A I anon. Techniques In active listening, 
decision making, problem solving and ways to change coping patterns are effec- 
tive means to help adolescents avoid substance abuse. 

Working with deaf substance abusers requires a mul t Idlsclpl Inary approach 
combining education and treatment. Modification of materials used by the 
hearing population Is necessary In order to make concepts relevant and termi- 
nology accessible In American Sign Language (ASL). Presentation of Infor- 
mation should be "action oriented." not solely focused on "talk." Techniques 
for saying "no." discussion about Independence and responsibility for oneself 
can be demonstrated through role-playing In small groups. Professionals 
working with deaf adole cents need to possess fluency In ASL. understand the 
psychosocial aspects of deafness, and have knowledge of alcoholism and drugs. 
LihkdyoC from within the community are essential to provide resources for 
treatment and aftercare. 

The model established by the New York Society for the Deaf to develop 
linkages with existing community programs, provide case management, and cffer 
suppr^t services to agencies as well as Individuals, has proven to be an 
effective means for meeting the multiplicity of needs for serving deaf ado- 
lescents who are "users" or "at risk." 
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GALLAIIDET'S STUDENT DEVELOPMENT APPROACH 
TO SUBSTANCE ABUSE EDUCATION AND 
I DENT I F I CAT : ON/TREATMENT 



JOHN B. Ml HALL 
EMILY SMITH 
MELANiE WILDING 



Gallaudet College has adopted a student development- 
well ness approach to combat substance abuse on campus. 
Student development is a philosophy that reflects areas In 
a student's life that change and develop during the college 
years, it Is the application of human development theory, 
pr I nc I p I es , and pract I ces on the pos tsecondary I eve I 
(Miller & Prince, 1976). Since the early 1900s, educators 
have expressed a desire to educate students In non-academic 
currlculums. By Incorporating a student development phil- 
osophy, a college experience becomes broader and the total 
growth of the student Is addressed, not Just the academic 
part. The writings of several theorists. Including 
Chlcker Ing (1979) , Er Ickson (1959, 1963) , Havlnghurst 
(1952), D. Heath (1968, 1977), R. Heath (1968, 1977), 
Kohl berg (1969), Loevlnger (1976), Perry (1970), Sanford 
(1966), Gould (1972), and Sheehy (1974), provide Insights 
and a variety of developmental points of view Into the 
needs of college students. 

Principles Inherent in a philosophy of student development (Miller & 
Prince, 1976) Include: 

1) Development Is a continuous and cumulative process of physical, 
psychological, and social growth which can be divided Into 
stages. 

2) Development occurs when change Is anticipated and planned for. 
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3) Systematic Integration of cognitive, affective, and psychomotor 
experiences produce the most effective development. 



4) Development Is enhanced when students, faculty, and staff work 
coTaborat Ively to promote continuous development. 

5) Development Is accentuated when there Is a balance ^^etween 
challenge and support. 

Gallaudet uses a theory-based student development framework to structure 
the programming efforts on campus. Though the approach used is a blend of 
several different theories, the work of Arthur Chlckering has had tne most 
influence. Chlckering (1972) Identified seven vectors of development each 
having a separate developmental direction. The vectors consist of developing 
competence, managing of emotions, developing autonomy, establishing Identity, 
freeing Interpersonal relationships, developing purpose, and developing 
Integrity. Each vector is unique. Each defines a central concern of the 
college student and emphasizes developmental tasks to achieve. In addition, 
Chlckerlng's vectors outline the changes In se I f -awareness, attitudes, and/or 
skills which are manifestations of successful completion of that task or vec- 
tor (Knefelkamp, WIdIck, 5> Parker, 1978). 

Paralleling student development theory. Is the movement In the United 
States toward wellness. Wellness Is a concept that Is rapidly spreading to 
college campuses and businesses. Wellness Is a cholce-a decision to move 
toward optimal health. It Is a way of llfe~a lifestyle designed to achieve 
one's highest potential for well-being. Wellness Is the Integration of body, 
mlr^d and spir It—the appreciation that everything one does, thinks, feels, and 
believes has an Impact on their state of health (Ryan & Travis, 1981). 

The promotion of wellness at Gallaudet Is a means to Intertwine ail areas 
of a student's development. To support the concept of wellness Is to support 
the concept of student development. Student development Is the goal, pro- 
moting wellness Is the vehicle to reach that goal. 

Gallaudet's student development model consists of six dimensions. Each 
dimension Is presented through a proactive wellness orientation. The dimen- 
sions of development Include: 

SOC I AL- estabi Ishing mature Interpersonal relat lonship; pro 

viding emotional support; demonstrating readershlr ; 
and the ability to respect other cultures and Indlvla- 
ual differences. 

PHYSICAL- supporting physical wellness; and understanding the 

psychological and physical risks associated with the 
use and abuse of drugs. 

INTELLECTUAL- encouraging st Imulat Ing, mental act I vlt les; solving 
problems; and thinking critically, creatively, and 
logical ly. 
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CHARACTER- 



form ing a nersona i mora I i ty and I dent i ty that are 
reflected through one's own values and behaviors. 



EMOTIONAL- bacom I ng aware and accept I ng one ' s fee 1 1 ngs ; com- 
p let ing tasks independently; and coping with problems. 

CAREER - becoming aware of one's Interest, values, and skills 

and how they relate to the world of work; and 
acquir ing the necessary sk' I is for enter ing and 
advancing In one's chosen career field. 

The problem of substance abuse on the college campus Is both pervasive and 
chronic. The concept of wellness, involving optiiftUin mental, spiritual ano 
physical health applies directly In the battle against substance abuse and its 
devastating effects on the Individual. In a comprehensive substance abuse 
education and rehabilitation program, the TOTAL student must be addressed, it 
Is difficult, within a student development framework., to only fccus on the 
physical effects of drugs without addressing the peer pressure involved and 
jupport needed In recovery (emotional development); the morality cf abuse and 
values clarification (character development); the knowledge of drug facts 
( inte; lectua I development); the effects of the use of drugs on relationships 
(social development); and the need for future goals and life planning in 
avoiding the need for drugs (career development). 

The key to Gallaudet's proactive and rehabilitative substance abuse ser- 
vices Is the use of student paraprofesslonals. While the concept of students 
helping students is an ancient one, the rise In formal well-structured stu- 
dent paraprofess lona I programs is now widespread in the educational setting. 
In a poll of 200 counseling center directors In 1983, Salovey and D'Andrea 
(1984) found thdt of the 156 who responded, 78% reported some kind of active 
peer counseling program. Ender (1984) In a discussion of paraprofesslonals in 
the area of student affairs found that while the percentage of colleges 
reporting some form of student paraprofess lona I program remains about the same 
over the last 10 years, the variety of programs where students are now working 
has Increased. 

Several reasons are recognized for the effectiveness and Increased use of 
paraprofesslonals on the college campus. According to a review of the litera- 
ture of the 60s and 70s, Ourlach (1979) reported that In many situations peer 
paraprofesslonals were only sllgiitly less than or equally as effective as 
trained professionals In providing assistance to others. While others have 
objected to Ourlach's Interpretation of these findings (Nietzel & Fisher, 
1981), there Is a general agreement that In some structured Instances students 
are equally potent as professionals In assisting other students with specific 
problem behaviors. Although counseling and psychotherapy and process-oriented 
functions remain In the realm of the trained professional, cour.seling center 
directors polled onSy seemed to vary on the areas that paraprofesslonals are 
used by their centers. In a 1975 study. Crane et cited four main areas 

that paraprofesslonals are used: freshman orientation, study skills, college 
adjustment, and drug problems. Salovey and D'Andrea (1984) Indlcatftd that 
while drug problems have dropped from the list of primary uses of parapro- 
fesslonals, areas such as minority students, women, career and general 



psychological counseling h^ive Increased. The reason for the popularity of 
student paraprofesslonals Is that students seem to feel more at home with 
other students. This is because a close similarity of the student and coun- 
selor In terms of age, gender, and minority group If any, can Increase a sense 
of trust and mutuality between the two. Studies also Indicate that students 
who serve as paraprofesslonals benefit from the experience, both In terms of 
valuable skills development In helping fields and In personal growth (Easton» 
Piatt, & Van House, 1985). 

Certainly, at Gallaudet, as we work within the student development frame- 
work, the paraprcfesslonal programs are conducted with a twofold approach: 
first to offer Increased services by peers to students, and secondly to 
enhance the development and personal growth of those students who apply to be 
peer counselors and educators through Individual and group supervision, in a 
sense, the program offers the ability to ^.ve different levels of training to 
meet the varying needs of students as they progress through their college 
years and their own developmental maturity. 

Finally, in light of budget constraints, government grants disappearing, 
and fewer staff positions, student paraprofess lona I programs are a cost-effec- 
tive way to offer more services to a larger number of students (Easton et a I., 
1985). in the Interest of retention, being able to offer new direct services 
through such residence hall programs provides students the opportunity to have 
readily available Information In their dally environment and may ultimately 
keep students In school longer. 

EDUCATIONAL/PREVENTION PROGRAMS 

A key factor In student development theory Is that students develop at 
different rates In areas of personal growth. Thus, the most effective way to 
present materials Is In a multi-format or multi-modal fashion (Lachance, 
1985). Since no one activity or program will Interest or reach all students, 
a variety of offerings and opportunities ensures that the most Information 
can be obtained by the maximum number of students. The educat lona I /pro- 
gramming efforts at Gallaudet try to achieve a multitude of approaches to 
substance abuse education. 

Project Stride Mlnlvers^ty . Project STRIDE is the umbrella term used to 
describe all of Student Affairs educational efforts in substance abuse. The 
word 'stride' means to 'step forward.' The programs and activities of Project 
STRIDE help students 'step forward' In their knowledge of substance abuse. 

The University Center sponsors the Project STRIDE MInlverslty each 
October. The MInlverslty is a series of drug education workshops open to all 
students and is also used for training all Student Affairs paraprofess lone Is. 
Titles of workshops Include: Party Planning; Hangovers: Causes and Cures; 
Uppers, Downers, Kilierweed, Big H and You; Social Drinker? Problem Drinker? 
Heavy Drinker? Alcoholic? What's the Difference?; Angel Dust (PCP): The 
Unpredictable Kliier among others. As a culminating activity for the Project 
STRIDE MInlverslty, a contest, "It's STR IDEademIc" Is held. "It's STRIDE- 
ademic* uses a "it's Academic"/" Jeopardy" format to challenge groups of stu- 
dents In their knowledge of alcohol/drug facts learned through attending the 
programs of the MInlverslty. 
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wellness Educator Program . With the assistance of a Gallaudet Presldental 
Grants a volunteer paraprofess lona I position was created to assist the 
University Center and Student Health Service in providing wellness pro- 
gramming on campus. While this program enables Gallaudet to increase services 
to students. It Is a vehicle by which students can develop and/or enhance 
transfe*^abie work skills as they test out career options. The health pro- 
fessions have not been an area that hear ing- impaired students have tradi- 
tionally entered upon graduation. Through the Wellness Educator Program, 
students with training and supervision, sample a variety of career oppor- 
tunities from health services to drug education. 



The major goals of the Wellness Educator Program Include: 

^ To train students as parap*^ fess lona is to respond and provide con- 
tinuing education concerning wei iness-reiated issues. 

^ To prov I de ass I stance to the Off 1 ce of Student Deve iopment and 
Student Health Service in making information readily accessible to 
students, and to assist In the presentation of workshops given on 
various wellness related topics. 

^ To continue to evaluate and improve upon the Wellness programs and 
serv Ices. 

^ To encourage fellow students to actively participate In the 
Wellness programs by serving as Wellness Educators. 

^ To offer students valuable co-curr 1 cuiar experiences which they can 
use as a testing ground for career options. 

^ To provide new and interesting challenges outside the classroom 
through prevention and Intervention activities. 



Students are recruited during the spring of each year for the following 
fall. Because this Is a non-paid position, heavy emphasis Is placed on the 
career testing and skill development opportuntles available through the pro- 
gram. Original iy. It was thought that this position would attract younger 
students wanting to gain experience for future paid paraprofess lona I posi- 
tions. Ironically, many upperc lassman with years of paraprofess lona I work 
experience are applying for this program. Any undergraduate or graduate stu- 
dent with an Interest In maintaining a wellness lifestyle and a desire to help 
others obtain/maintain the same are Invited to apply. 



Wellness Educators participate In bi-weekly, two hour in-service training 
sessions. In-service topics include: the roles and responsibilities of the 
position to specific content sessions on drug, alcohol and health Issues, and 
visits to detox and drug rehabilitation/treatment clinics are Included. The 
In-service training sessions are conducted by the staffs of the University 
Center and Student Health Service. 

Wellness Educators have the opportunity to work In a variety of areas 
depending on Individual Interests. Students also receive additional training 
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beyond the core In-service training, If It helps them In their chosen respon- 
sibilities. Responsibilities that the Wellness Educators have chosen Include: 
co-presenting Project STRIDE workshops, assisting students during a women's 
clinic, providing CPR and first aid training, designing educational bulletin 
boards, dlst'lbutlng wellness Information, creating booths for hea I th/we I Iness 
fairs, and sponsoring awareness activities such as distributing pledge cards 
and buttons before sprlngbraak to Increase the awareness of the dangers of 
drinking and dr I ving. 

Wei Iness Library . The University Center collects and maintains a central 
file of Information on wellness and student development. The Information Is 
available for use by students, faculty, and staff. The bulk of the Infor- 
mation In this Library focuses on alcohol and other drugs. The Library Is 
used most often by students wanting up-to-date, accurate Information for class 
term papers, debates or personal concerns. The Wellness Library has a variety 
of displays which are used during awareness days or as teaching aids during 
workshops. 

INTERVENTION AS^D TREATMENT 

As the Wellness Educators assist In su*"?*tance abuse education, two other 
paraprofesslona I programs, the Peer Advisors and Senior Peer Advisors assist 
In the Identification and treatment of abusers. 

The Peer Advisor Program . The Peer Advisor (PA) Program Is administrated 
by the Counseling Center and Is run with the cooperative efforts of Residence 
Life. Members of the Counseling Center staff act as Counselor-Trainers to 
train each group of Peer Advisors and act as consultants for the Coordinators 
of Residence Education (CRE) who are responsible for the residence halls. 
CREs provide supervision for each Peer Advisor and their work In the residence 
hall. Salaries of the Peer Advisors are paid through Residence Life. 

Currently, Galiaudet has four ceams of Peer Advisors that work with prepara- 
tory and freshman students. Prep and freshman students are most at risk for 
alcohol/drug abuse and other maladjustment behaviors. Each team consists of 
5-8 Peer Advisors. 

The responsibilities of the Peer Advisors in the residence hails are to: 

1. Live in an assigned residence hail and become acquainted with 
each student on the floor. Establish a relationship with stu- 
dents conducive to counseling and advising. 

2. Provide appropriate information about Galiaudet facilities, ser- 
vices, and resources. 

3. Report areas of student concern to the Professional Supervisor 
so they can respond to student needs. 

4. Support and educate the students in the student deve lopment 
philosophy of Student Affairs at Galiaudet. 
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5. 



Respond to student referrals from the Professional Supervisor. 



6. Consult with the supervisor on Individual student problems. 

7. Mb^t weekly with the supervisor for consu'tatlon and training. 
Offer a variety of constructive suggestions and Ideas to develop 
programs which are responsive to students' needs and are both 
Interesting and developmenta I ly valuable. 

8. Serve as planner, sponsor, coordinator, and supervisor for floor 
educational and social activities. 

9. Coordinate with Residence Life In areas of mutual responsi- 
bility. 

10. Report directly to the Professional Supervisor and Trainer on 
a I I PA matters. 

11. Perform other related duties as may be assigned by the Profes- 
sional Supervisor or Trainer such as recruiting, evaluating 
programs and projects, continuing contacts with faculty, and 
representing the Peer Advisor PrOf-am at off-campus and on- 
campus meetings and conferences. 

The recruitment of students to work as Peer Advisors begins In December 
for the following academic year and Is coordinated by a Counselor/Trainer 
from the Counseling Center and a Senior Peer Advisor. The actual recruiting 
activities are completed by the current Peer Advisors with the exception of 
the Interview process which also Includes staff from both the Counseling 
Center and Reslden'ie Life. The following activities occur during the recruit- 
ment period: 

1. A recruitment announcement In the college newspaper, and recruit- 
ment posters on campus (December/January). 

2. An Informal paraprofess lona I briefing Is conducted In the cafe- 
teria to generate Interest In paraprofess lona I programs In 
genera I (December) . 

3. Several orientation workshops (attendance Is required) are held 
to describe the program and to answer students' questions 
(January/February) . 

4. Peer Advisors are available for Informal discussions with poten- 
tial appi Icants. 

The screening and Interviewing committee consists of professional staff 
(one Counse'^^r /Trainer and two Professional Supervisors) Involved In the 
program, and two students who are currently Peer Advisors. 

Whiid there are no selection procedures that guarantee the Identification 
of students that will be effective performers In all settings, Gallaudet has 
employed the following procedures: 
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1. an orientation workshop conducted by current Peer Advisors, 

2. a written appi icat Ion, 

3. a minimum cumulative grade point average of 2.3, 

4. students registered as Sophomore, Junior, or Senior during their 
Peer Advisor year . 

During the Interviewing process students are rated on their ability to 
"connect" with others; to communicate clearly (receptively and expressively); 
and to empathize. Additionally, they are rated on accepting and using feed- 
back; Showing motivation to work with people; exhibiting a willingness to 
develop In their personal grcvth; and demonstrating dependability and pro- 
fessionalism. Finally, student- are sought who have the ability to be a good 
role model and the emotional stability to handle the pressures of the 
pos 1 1 1 on . 

Worthy of note are the Pe-'r Advisors on the Screening Committee who are 
Involved with the role-play situations. These Peer Advisors present a crisis 
situation, e.g., a suicidal student, and applicants are required to respond to 
the situation. Stude-tt Input on the final decision of whom to hire Is essen- 
tial. This Is demonstrated by the fact that the Peer Advisors are equal 
voting members on the selection committee. 

Peer Advisor Tralnlno. Counselors-Trainers are responsible for Imple- 
menting the training program during the preservlce retreat, the three hour 
weekly In-servlces, and winter retreat, in addition. Professional Supervisors 
(CREs) provide weekly, 30 minute supervision for each Peer Advisor. This 
ongoing supervision permits the Peer Advisors to exolore their feelings 
regarding students, their work, other members of the group, and themselves. 

The first opportunity for the Peer Advisors to develop their skills and 
working relationships Is on the preservlce retreat. This retreat takes place 
during the summer before the first semester begins. During this six day 
retreat, the Peer Advisors learn about the programs's philosophy and 
rationale, and basic work skills (listening, reflecting, confidentiality, 
feedback and advising skills, and programming). The retreat additionally pro- 
vides the opportunity for the group tc begin the process of becoming an effec- 
tive team. 

Throughout the school year, required weekly three hour In-service trai.iing 
sessions take place. These In-servlces provide the Peer Advisors with 
training and personal growth experiences. In-servlces are divided into two 
parts: group supervision, and training. During group supervision, students 
are encouraged to discuss their feelings relating to work, crisis situations 
that they were Involved with, and their relationships with other group mem- 
bers. During the training component of the in-servlce, students are trained 
In content areas that will help them do their Job effectively. Training areas 
Include topics such as counseling/advising skill development, first aid, study 
skills, time management, crisis Intervention, suicide prevent Ion/ 1 ntervent Ion, 
sexuality, birth control, drug and alcohol educatloi , and student development 



ERIC 



338 



programming. Training modules are developed and updated by the Peer Advisor 
staff on a regular basis. 

During the winter retreat, the Peer Advisors have a second pre-semester 
week to learn more about their Job and each other. During this retreat the 
Human Potential Seminar (McHolland, 1976) Is conducted. During thu Human 
Potential Seminar, students have the opportunity to Indentify strengths In 
themselves and others, and to utilize them In the group. 

The Sen lor Peer Adv I sor Program . The Sen lor Peer Adv Isor Program was 
developed to provide a more Intensive counseling and administrative experience 
for former Peer Advisors. Similar to the Peer Advisor, the Senior Peer 
Advisors also go through an Interviewing process with a screening committee 
that Includes the counselor/trainer for the Senior Peer Advisor Program, a 
Coord I nator of Res I dene Educat I on and a cur rent Sen I or Peer Adv I sor . The 
criteria used for selecting new Senior Peer Advisors Include: 

1 . Successful ly and sat Isfactor I ly compiet Ing one year as a Peer 
Advisor; 

2. Demonstrating leadership skills In the residence hall program; 

3. Serving as a supportive team member; 

4. Demonstrating planning and administrative skills In designing 
student development programs and activities in the residence 
hal I; 

5. Commitment to continuing peer counseling training with a spe- 
cialization In crisis Intervention and peer counseling con- 
sul tat Ion; 

6. Demonstrating support of the College's Student Development 
Phi losophy. 

The 1982-83 academic year was the first year that the Senior Peer Advisor 
Program was Implemented at Galiaudet. Their role has evolved to Include a 
number of responsibilities, such as: 

1. Working directly with and assisting the counselor trainer and CRE In 
planning and conducting in-service training for the Peer Advisors. 

2. Assisting Peer Advisors with program planning, reviewing program 
p I ans , and he ip i ng Peer Adv I sors to see the re I at I onsh I p between 
programs and developmental dimensions. 

3. Attending floor programs offered by the Peer Advisors to provide eval- 
uative feedback. 

4. Performing administrative tasks assigned by the counse lor/tra Iner 
and/or CRE, I.e., setting work schedules, evaluating bulletin beards. 
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5. Serving as a member of the Counseling Center Crisis Management Team. 

6. Serving as a resource for Student Affairs units and other campus 
programs, e.g., leading workshops and group discussions. 

7. Helping to educate students In the student development philosophy of 
Ga I I audet . 

Senior peer Advisors also attend two retreats. The first being the summer 
retreat, one week prior to the Peer Advisor's fetreat, which prepares them 
for their participation In the training of the PAs. However, during this 
retreat the Senior Peer Advisors also begin training for the Crisis Management 
Team and to begin developing a team spirit and strong working relationship. 

The winter retre?t allows Senior Peer Advisors time to renew and 
strengthen their bond and team work. At this time, students participate In 
Advanced Human Potential Seminar (McHolland, 1976) which focuses on developing 
a positive self -concept and In becoming proficient In conflict management and 
resolut Ion. 

To assist In training. Senior Peer Advisors attend the weekly In-servlce 
meetings with their Peer Advisor group. In addition, they attend their own 
In-servlce meetings. This In-service, as with the PA In-service, consists of 
group supervision and skill development. Topics Include Intensive councsellng 
skill development (D'Augelll, Danish, Hauer, & Coner, 1980), the concerns of 
mult I hand I capped students and sexual assault, among others. In addition to 
the In-service training, students receive weekly supervision as needed from 
their Senior peer Advisor counse lor/tra I ner , and weekly 30 minute Individual 
supervision from their Coordinator of Residence Education. 

Both Peer Advisor and Senior Peer Advisor Programs have proved to be an 
invaluable asset to Gallaudet In assisting students In all dimensions of stu- 
dent development. Most Importantly, these programs have assisted students 
with substance abuse problems that may have otherwise been overlooked If not 
for the work of these paraprofesslona Is. 

While Gallaudet relies heavily on campus paraprofesslonals to assist In 
educating students about substance abuse. It also trains them to refer stu- 
dents to campus services. In addition to supervising paraprofesslonals, the 
Counseling Center works In conjunction with the Student Health Service In 
Offering treatment to the student who Is Identified with a substance abuse 
prob lem. 

The Counseling Center . The Counseling Center Is staffed with both Ph.D. 
level psychologists and mental health counselors with an M.A. In counseling. 
The staff offers both short and long-term Individual treatment and a variety 
of other therapeutic modes (I.e., group, couples, and family). 

Counselors vary In their approach to substance abuse. In general, how- 
ever, substance abuse Is treated as one aspect o^ the person's total mental 
health picture. 
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As a support to psychotherapy, Gallaudet keeps a listing o1 community AA 
groups—with Interpreters— that students with substance abuse problems can 
attend. The counselors also have established a close relatlorship ;vlth a 
private psychiatric hospital which has a chemical dependency unit. Thus, In 
t. event that inpatient treatment and detoxification Is necessary, the place- 
ment Is made with sensitivity to deafness and where In-service training to the 
staff has been provided. The Counseling Center Is hoping. In the future, to 
develop a more specific behavioral ly oriented monitoring and treatment program 
for substance abusers. 

The Counse: ng Center has recently started an Adult Children of Alcoholics 
(ACOA) group, ihe group Is offered once a week and provides support for stu- 
dents who grew up In an alcoholic family. 

Student Health Services . The student Health Service seeks to provide 
quality health care to the Gallaudet community, and Is committed to educate 
the students In good health care concepts. This Is done through health 
assessment of the Individual and campus community, primary medical care, 
emergency service, and health education. A close relationship Is maintained 
with the rest of the college community ant, off-campus care and social services 
for coordination and consultation. The Student Health Service Is staffed by 
physicians, physician assistants, nurses and licensed practical nurses. 
Student Health Service plays an Important role In promoting wellness and In 
providing support, guidance and expertise for students having substance abuse 
problems. Through the Student Health Service, AA meetings are offered on cam- 
pus tvlce a week. These meetings are open to both students and s*aff. One 
closed AA meeting Is offered which Is also available for family and friends to 
attend. These groups. In addition to Interpreted community ^A meetings, offer 
at least some alternatives to students In the AA treavnent rriodel. 

There are a multitude of apr^roaches a college can take In confronting sub- 
stance abuse on campus. Gallaudet, following a student development/wel iness 
philosophy, makes use of Its most valuable resource, stu^^ents. In providing 
proactive educational and rehabilitative services. With professional super- 
vision and guidance, these student paraprofesslonals extend the network of 
concern we ?ll share In providing opportuntles for a lifestyle of wellness, 
free rt vne ne^d for alcohol and other drugs. 



ERLC 



341 

35e 



REFERENCES 



Chlckerlng, A. (1969). Education and Identity . San Francisco: Jossey-Bass. 

Creamer, r (1980). Stud e nt development In higher education . Cincinnati, OH: 
A erican College PerSc.inel Association. 

D'Augelll, A,, Danish, S., Hauer , A., & Coner, J. (1980). Helping ski I Is; A 
basic training program . New York: Human Sciences Press, Inc. 

Durlach, J. (1979). Compart Ive effectiveness of paraprof esslona I and pro- 
fessional helpers. Psychological Bui let In , 86, 80-92. 

Easton, M., Piatt, C, t Van House, C. (1985). A cost-effective training 
program for paraprofesslonals at a university counseling center. Journal 
of Counseling and Development , 64, 151-153. 

Ender, S., & WInPton, R, (1984), Students as paraprof ess lona I staff . San 
F r anc I sco : Jo^sey-Bass . 

Erickson, E. (1968), Ident Ify: Y( ith and cr Isls . New York: W. W. Norton 
and Co. 

Gould, R. (1972), The phases of adult life: A study In developmental psy- 
chology, lerlcan Journal of Psychiatry . 129. -531. 

Havlnghurst, R. (1952), Developmental tasks and educat Ion . New York: 
Longman's 

Heath, D. (1968), Growing up In col lege . San Francisco: Jossey-Bass, 

H.ath. D. (1977). Ma turity and c o mpetence: A transcul tura I view , Ne York: 
ner Press 



Heath, R, (1964), The reasonable adventurer . Pittsburgh, PA: University of 
Pittsburgh Press. 

Knefelkamp, L., WIdIck, C, & Parker, A. (1978). Applying new developmental 
f I nd I ngs , San Francisco: Jossey-Bass. 

Kohl berg, L. (1969)- Stage and sequence: The cognitive developmental 
approach to socialization." In D. Gosiln (Ed.), Handbook of socialization 
theory and research . Ch I cago : Rand McNa My. 

Lachance, L. (1985). Substance abuse prevention In the schools . Ann Arbor, 
Michigan: ERIC Counseling and Personnel Service, 

Loevlnger, J, (1976), Ego developmen t : Concept Ions and theor les , San 
Franc I sco : J^^ssey-Bass . 



ERIC 



McHolland, J, (1976). Human potential seminar: A positive approach to self- 
development , :;vanston, IL: National Center for Human Potential Seminars 
anc Services. 

342 



da/ 



Miller, T., & Prince, J. (1976). The future of student affairs . Washington: 
Jossey-Bass Publishers. 

Morrill, W., & Hurst, J. (1980). D Imens Ions of Intervent Ion for student 
development . New Ycrk: John Wiley and Sons. 

NIetzel, M., & Fisher, S. (1981). Effectiveness of professional and parapro- 
fesslonal helpers: A comment on Durlach. Psychological Bui let In , 89, 
555-565 . ~ 

perry, W. , Jr. (1970). Forms of Intellectual and ethical development In the 
college years: A scheme . New York: Holt, Rinehart and Winston. 

Ryan, R., & Travis, J. (1981). Wei Iness workbook . Berkeley, CA: Ten Speed 
Press . 

Salovry, P., & D 'Andrea, V. J. (1984). A survey of campus peer counseling 
' vltles. Journal of American College Health , 32, 262-265. 

Sanford, N. (1966). Self and society . New York: Atherton Press. 

Sheehy, G. (1974). Passages . New York: E.P. Dutton. 



ERLC 



343 

358 



REALITY THERAPY AS AN INTERVErfT ION 
FOR DEAF ADOLESCENTS INVOLVED IN 
ALCOHOL AND DRUG USE AND ABUSE 



JERRY EDELWICH 
PAT ARRE 



Reality Therapy, djveloped by Dr. William Glasser, is 
a straightforward therapeut Ic model . Th Is behavior a I , 
cognltlvely oriented therapy focuses on present behaviors 
and allows clients to find ways of fulfilling basic psycho- 
logical needs without depriving others of the ability to 
fulfill theirs. Reality Therapy Is favorably applicable to 
the deaf adolescent. It emphasizes the strengths within 
thf* client and what they are capable of doing now to live 
more constructive lives. It Is advantageous In that It Is 
a relatively short-term teaching therapy. The client is 
confronted with his present behavior, and the necessity of 
evaluating It, forming value judgment regarding It, making 
a plan of action for change and a commitment to follow 
through. 

Reality Therapy Is based on the following assumptions: 

1. The severely disturbed, the substance abuser and the 
offender are suffering from the same malady; that Is, they 
are unwl I I Ing to accept ful I responslbl I Ity for their 
behav lor . 

2. No treatment can occur In any Mtuatlon until a person Is 
willing to take responsibility ,or his or her own oehavlor 
and resolve to do better. 

3. In contrast to conventional therapy. In Reality Therapy, the 
client assumes the responsibility ror determining treatment 
goals. Acquisition of Insight Is not deemed necessary for 
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behavior change. The therapist's Job Is not to provide 
excuses, explanations or Justifications ^or irresponsible 
behav lor . 

4. Involvement with the client Is essential » In fact, synony- 
mous with mot I vat Ion for the counselor . Rea I I ty Therapy 
rejects the traditional concept of mental I I lress» deter- 
mining it to be evasion of personal responsibility. Each 
individual Is encouraged to focus upon and evaluate the 
quality of their current behavior, and having formed a value 
Judgment, to determine whether It Is leading to autonomy and 
success . Thus , behav I or Is the focus of therapy , not 
Insight or unconclous motivation. 

Reality Therapy accepts no excuses In the attempt to shift responsibility 
for current probl3ms on another person or set of circumstances. Because of 
Reality Therapy's Insistence on behavioral accountability, an individual's 
deafness is not accepted as an excuse for falling values or behavioral stan- 
dards. Regardless of the restriction the handicap provides, the Individual 
must decide If the behavior Is getting him what he wants at that time. Often 
with a deaf Individual, there Is a tendency to become overly self-Involved 
with the limitations of his deafness. This precludes the individual's 
learning more responsible ways to live. 

Involvement Is the foundation of Reality Therapy. For this reason. 
Reality "^herapy Is an extremely effective therapeutic model to use with the 
deaf adolescent. The developing adolescent Is vulnerable because ha must 
depend on his environment to help shape himself. His deafness provides addi- 
tional stress and obstacles In his attempt to Join the mainstream of society. 
The Job of the therapist Is to become Involved with the client, serving as a 
role model and guide to help him realistically appraise his own behavior. 
Often, the deaf adolescent has not yet developed the self-worth to continually 
market himself, and adjustment efforts are often forfeited In a seemingly 
lntolbr;fnt society. Involvement with the therapist provides a means to 
develop needed social contact. 

The therapist, through his sincerity, warmth, concern and Interest conveys 
to the client belief In his abilities to make changes and develop a success 
Identity. Through the personal Involvement with his therapist, the client 
learns that Mfe has more to offer than focusing on failure, self-imposed iso- 
lation and Irresponsib j behavior that perpetuates his problems. As the 
cl lent /therapist relationship develops, the pat lent develops confidence to 
make new, lasting Involvements of his own. 

To be an effective role model, the therapist must be honest and s^t rea- 
sonable limits upon the amount of time he Is able to spend with the client. 
It Is the therapist's Job to point out to the client that relationships are 
available to him !th others If he would only choose to look. 

With Reality Therapy, the relationship extends to examine a wide area of 
Interests and values. In convent lOiia I therapy, clients are encouraged to 
acquire Insight concerning their past behavior. This gives ihe client a way 
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to validate and perpetuate past failure. In Reality Therapy, this is seen as 
a grave error. It is certainly tempting to listen, to the client's urgent 
complaints. However, If behavior change Is not Initiated, his pain will 
return and he wMI grow disillusioned with therapy. 

An obstacle the therapist must be aware of is the tendency for deaf 
clients to run away from Involvement. The deaf client Interprets his isola- 
tion and lonely experience as being the f.ult of others (rejection), rather 
than being his own choice. In truth, they have rarely given others the oppor- 
tunity for Involvement with them, nor have they taken the risks or extended 
themselves to gain friendship. The therapist's persistence and warmth helps 
the Individual understand that he can replace his Isolation with involvement. 

In any therapeutic situation In v^hlch one person tries to help another 
live his life more successfully, change and success will come only if the per- 
son being helped Is aware of what he Is doing presently. In addition to the 
Involvement outlined In Step I, consistent confrontation by the therapist 
helps the client beconie aware of his own ongoing behavior. A client will 
Often avoid facing his present behavior by focusing on his feelings. Emotions 
are Important to everyone, however. It lb not possible to significantly change 
one's feelings without first changing the behavior. Emphasis is placed on 
present attempts at successful living. The past cannot be changed and 
discussion of it Is not excluded, but past events are always related to pre- 
sent behavior. The therapist concerns himsetf with the posit ivo aspects and 
primary character building experiences of an Individual. 

It Is Important to keep In mind, that from an early age, doaf children are 
taught that they are different. Parental attitudes play a big part In self- 
image development. A majority of deaf cnlldren who are s^nt to residential 
schools attend for at least 8 of the 12 school years. T! y are taught that 
they are "below par" because "hearing people are better," and develop lowered 
expectations. Attention has to be paid to this lifetime of "brainwashing.** 
Also, deaf Individuals are Just as prejudiced against the hearing as the other 
way around. The deaf Individual often because of his low self-esteem. Iden- 
tifies himself as a failure. This leads to antagonism, pain and withdrawal. 
The resultant sel Involvement , which Is an effort to reduce pain, keeps him 
from risking Involvement or developing necessary social skills. 

To help the client examine his own behavior and choose a new behavior, we, 
as therapists, must ask "What are you doing now to get what you want?", "I 
understand how you feel, but what are you going to do?" It Is Important to 
Identify the behaviors the client is engaging In at the present; specifically, 
day by day, situation by situation. When examining behaxMor, resistance and 
compensation are common. It Is necessary for the therapist to be confront I ve 
and continuously point out the consequences of present beha/ior. Thus, the 
individual's symptoms are related to his behavior, and activities that reduce 
symptomology are encouraged. Although a client's behavior may be unrealistic, 
Irresponsible and Inadequate, It Is still an attempt to fulfill their basic 
needs of being loved and of feeling a sense of self-worth. The behavior 13 an 
attempt to gai sense of Identity. 




346 



Clients are challenged to take a critical look at their lives and make 
value Judgments regarding the effectiveness of their behavior in attaining 
their life goals. The therapist does not judge the client's behavior; but 
rather, leads the c'ient to evaluate his own behavicr by bringing it out for 
examination. An individual must truly desire and value a change of situation 
before any self-defeating behavior can be worked on. The therapist moves his 
client towards a value judgment by asking the following types of questions: 
"Is what you're doing getting you what you want?", "is your present behavior a 
realistic way to achieve your goals?", "Is what you are doing helping?" 
(evaluate effectiveness of behaviors). Examining behavior In this manner is 
often uncomfortable . Admitting that behavior has been se i f-defeat ing or 
Irresponsible Is, In the mind of the client, admitting failure. It is impor- 
tant then, for the client not to be excessively self-critical and to direct 
his criticism at those activities which are possible to correct. Excessive 
self-cr It Icism may conceivably iock the client into failure by overwhelming 
him with his past failures. 

The client's formation of a value judgment is the most critical step of 
the therapeutic process, providing the foundation for change and pi an imple- 
mentation. Following a value judgment, realistic pians for action and change 
are formulated. 

In plan development, the therapist ber.omes a resource person, for 
Irresponsible or failure identities often have no experience In planning for a 
successful life. Development of a plan for change must be specific, action- 
oriented and workable. A plan which attempts too much at once, usually falls 
and only serves to reinforce present failure. For this reason, the format of 
the plan Is usually a series of smaller attainable goals. Plans for change 
need to be In an affirmative, positive content, increasing In complexity only 
as success Is achieved. After an Individual decides on a plan of action, the 
therapist assists *^lm In making a commitment to Implement the pian in dally 
life. The therapist needs to be aware that a primary characteristic of a 
client who has a failure identity t3 that they have a resistance to commit- 
ment. A failure Identity fears that If he corrimits himself to a plan and 
falls, he may experience painful rejection. The Involvement discussed In Step 
I Is c'/uclal here, for the client must feel secure enough in his relationship 
with the therapist to know that the rejection will not occur. When a person 
does not fulfill his commitment, the value judgment which preceeded the pian 
must be reexamined. If the client is not truly committed to change, no plan 
will work. 

Excuses are »^ot accepted in Reality Therapy. The question. Why?, is 
rarely asked. An excuse may reduce the pain of failure, but it does not lead 
to succesr. The only commitments many failing Identities have made in the 
past are lo their Irresponsibilities, emotions and self-involvement . Change 
cannot occur until the client is wMiIng to reexamine his pian, renew the com- 
mitment to the plan, and follow through. A Reality therapist must not accept 
excuses or probe for fault. At this point. It may be necessary to revise o* 
change the plan to make It more attainable. 

Like many social attitudes, prejudice against deaf persons is partly a 
cultural inheritance, a legacy from past times when any kind cf handicap was 
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supGiSt it lously equated with Inferiority. it is not always possible to 
recognize the subtle forms which prejudice can take. The understanding of 
deafness requires more than laying aside prevailing myths concerning deafness 
and communication skills, a fundamentally negative approach. The deaf person 
should be approached through a framework of common experience. 

Deaf peop I e are human be i ngs with the same bas i c needs as other human 
beings; the need to love and be loved, the need for security, the need to 
achieve and be recognized for their advancement, the need for a successful 
Identity. The potential of deaf Individuals is no different from that of the 
hearing, yet numbers of deaf people never realize their full potential. For 
reasons that are only tangential ly related to the condition of deafness, they 
Isolate and cut themselves off from the kinds of communication that facilitate 
a steady and natural development. 

The heart of Reality Therapy is the acceptance of personal responsibility, 
which is equated to mental health. Each Individual has positive assets, 
va I ues and potent i a I wh I ch can work for him desp I te any pre jud i ce he 
encounters In mainstream society. Often the deaf Individual must first 
examine his own prejudices, ano look beyond, to what he can achieve if he is 
willing to accept responsibility for success. Within the framework of Reality 
Therapy can be found self-worth and freedom through responsible living. 
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-NETWORKING - THE FORGOTTEN MINORITY 



PETE ANDERSON 



There Is a crying need for drug and alcohol abuse treatment 
for those with the whole range of physical and mental "disabil- 
ities." But the vast majority of existing treatment programs, 
both public and private, are effectively "closed" to people with 
disabilities. With few exceptions, "mainstream" programs lack 
the facilities, the staff, and even the Inclination to accom- 
modate disabled substance abusers. Awareness on the part of the 
general publ Ic regarding the I Im I tat Ions thai architectural 
barriers Impose upon disabled persons is really Just beglnnirj. 
The technological capability to eliminate some of the barriers 
already exists. This paper reviews some of the ways programs In 
Los Angeles County are attempting to network to effectively 
respond to the needs of disabled substance abusers. 

People who have disabilities—physical, mental or sensory—are also. In 
many ways, "disadvantaged" In our society. Despite some progress In recent 
years. It Is still true that our buildings, facilities, sidewalks, buses, 
etc., present the disabled with constant obstacles. The blind and those in 
wheelchairs, for example, find It very ard even to get around In the com- 
munity or to use most re§trooms, elevators, and other commonplace facilities. 
When It comes to specialized kinds of services which should accommodate the 
disabled, the situation Is actually far more bleak. 

Consider the problem of alcoholism and drug addiction. Treatment programs 
for substance-abusers abound today. Chemical -dependency has grown to epidemic 
Proportions, and this Is largely recognized by the general public. What Is 
much less widely known, however. Is that people with disabilities, for a 
variety of reasons, are especially prone to sut)Stance abuse problems, par- 
tlculary alcoholism. The sheer difficulty of facing life every day when one 
has a disability, the despondency and lack of self-esteem which may accompany 
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this, often physical pain, prolonged medical treatment (and, frequently, 
"overmedlcat Ion'') ; these are but a few of the underlying dynamics tht lead to 
chemical -dependency In the disabled. Commonly, the secondary (chemical) 
"disability" undermines the person's capacity to overcome their primary dlsa- 
blllty and become a contributing member of society. Thus, the rearranging of 
alcoholism as the primary disability will enable people with other disabili' 
ties to acquire total rehabilitation. 

There Is a crying need for drug and alcohol abuse treatment for those with 
the whole range of physical and mental "disabilities.'* But the vast majority 
of ex 1st I ng treatment programs , both pub 1 1 c and pr 1 vate , are effect 1 ve I y 
"closed" to people with disabilities. With few exceptions, "mainstream" 
programs lack the facilities, the staff, and even the Inclination to bring 
people with disabilities Into their midst. Thus, for the most part, disabled 
substance-abusers are unwanted, unwelcomed, and unaccommodated. Either the 
blind, deaf, nonambulatory, retarded, etc., get no treatment at all, or else. 
If provided with "treatment," they feel Isolated within programs that are not 
we 1 1 -equ I ppec (and likely not well-disposed) to deal with them. 

People with physical disabilities suffer from alcohol abuse. Just as 
"able bodied" people do. Yet, the existing service delivery system 
Is not structured to treat the alcohol problem when accompalned by 
other ph/slcal disabilities. A corrective action plan Is needed to 
Improve this situation (O.A.P. Plan 1981*82). 

Nineteen percent of all people In California between the ages of 16 and 64 
have some sort of disability that substantially limits one or more life func- 
tions Nine percent of all persons in California between the ages of 16 and 
64 report that they are severely disabled. There Is a higher prevalence of 
severe disability among blacks and person of Hispanic origin — 8% Caucaslon, 
13% Black, 13X Hispanic, 6% other. (Department of Health and Human Service 
based on survey taken 1177-78 of 23,668,562 people living In the State of 
Cal Ifornia). 

A 1980 survey sponsored by the State Department of Rehabilitation 
found that aproximately 248,750 people In California who have alcohol 
abuse problems also have other disabilities. Alcoholism Is con- 
sidered the primary health problem of over 74,000 of these people. 
Based on the State survey, OAAA estimates that there are over 82,000 
people In Los Angeles County with alcohol problems and other physi- 
cal disabilities; and almost 25,000 of these people suffer from alco- 
holism as their main disability. This population of disabled problem 
drinkers Involves a wide variety of ,^hyslcal disabilities. Including 
spinal cord Injur les (para- and quarir Iplegic people) , visual ly 
I mpa I red and b i I nd peop i e , hear I ng- Impa I red and deaf peop I e , and 
people with developmental disability such as cerebral palsy and epi- 
lepsy (O.A.P. Plan 1981-82). 

"Our society misses a whole lot by not knowing us. I think we have 
so much to give to this country and we have only begun to give . . . 
We must dedicate ourselves to being sure that we do not create 
another generation of young people with disabilities who grow ap to 
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be dependent on their families or Institutions, and on the public 
welfare system." (Ed Roberts, Past Director, California State 
Department of Rehubl I Itat Ion delivered as a part of his 1980 presen- 
tation to the President's Committee on Unemployment of the 
Handicapped, Washington, DC). 

While 1981 was the "International Year of Disabled Persons," the fact 
remains that despite federal legislation and mandate, equal access to 
alcohol and drug treatment facilities does not exist for many people 
with disabilities. Human Service providers are not familiar with the 
culture and unique needs of the physically disabled, and are fre- 
quently uncomfortable In dealing with disabled clients (Boros 1979; 
Lowethol & Anderson, 1981). 

While working for the Veterans' Administration Spinal Cord Injury Service, 
Drug and Alcohci Treatment Program In Long Beach, California, Pete Anderson, 
Executive Director, Disability/Substance Abuse Task Force, Inc. obs-9rved with 
other staff professionals that at least 75% o^ the spinal cord Injury 
admissions were a direct result of drug jnd/or aicohol abuse. James 
O'Donnell, Ph.D., who works at the Maryland Spinal Cord Injury Rehabilitation 
Center says that "between 50% to 60% of their new traumatic spinal cord 
injuries are a direct result of chemical addiction." On the other hand, as a 
means of coping with one's disability, one may turn to alcoholism. Dr. Larry 
Stewart, Ph.D., who Is deaf himself and was the Director of Community iwiental 
Health Services for the Deaf (CMHSD) In Orange County says "that among clients 
at CMHSD, approximately 25-35% were noted to have significant problems asso- 
ciated with alcohol and/or drug abuse!" 

People with disab 1 1 1 1 les are more I Ike I y to be hospital I zed : 

in 1977 about 25% of severely disabled and 14% of partially 
disabled people were hospitalized compared with only 2% of the 
non-disabled population. Median Income for severely disabled 
persons Is half that for non-disabled. Approximate!/ 25% of 
severely disabled persons exist below the proverty level (survey 
1977-78 Ibid). 

What do these statements say to you? They are telling us that If we begin 
to look at the alcohol use and abuse patterns of these people we may find out 
that a significant number of hospital admissions are not caused by medical 
problems related to their disability, but rather medical problems caused by 
a I coho I i sm « We need to train our medical professionals and paraprofess lona Is 
to look beyond the apparent physical disability to the more subtle disease of 
al coholism. We are going to have to help them understand that their job Is 
not over just because they detected the substance abuse problem. They also 
must learn to confront the clients and help them realize their addiction or at 
least to get these people to Human Service Providers thett will refer the 
disabled substance abuser to an agency that Is sensitive to their needs . We 
are losing a lot of money as well as valuable lives and resources. Unless we 
begin to confront the real problem, these losses will continue. 

The above quotes on disability are not what they may appear to be. People 
with disabilities who do not abuse chemicals usually hold responsible jobs and 
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positions In the community, the same types of Jobs and positions any non- 
disabled person would hold. However, when alcohol or other drug abusing 
behavior takes control in the disabled person's ilfe, they become unemployable 
and uninterested In the community that they couid contribute to. Alcohol 
affects the person who has a disability the same way that it affects people 
who are "temporarily able-bodied" (TABS); It debilitates them. 

Rehabilitation of a physical disability such as blindness, deafness, spi- 
nal cord Injury, etc. will never occur as long as that individual is abusing 
m 1 nd a I ter I ng substances . in the rehab 1 1 1 tat Ion of a disabled substance 
abuser we have to look at the primary disability, which Is alcoholism . 

Department of Labor statistics (1977-78) show: "That for every $1,000 
Invested in the rehabilitation of someone with a disability, $35,000 will be 
generated by that person during their lifetime, part of which goes to federal 
and state taxes . Ever more impressive. It is estimated that the employment of 
100,000 people with disabi I it ies In the United States adds at least $500 
million dollars to the GNP; and people with disabilities who are economically 
Independent do not burden community public assistance funds." This is why we 
so vitally need to open up the present Alcohol Service System to people with 
physical, sensory and mental disabilities. 

"Yet it was found that 29% of disabled persons admitted Into an Inde- 
pendent I iving project were dysfunctional due to alcohol Ism and/or 
drug abuse." (Ed Imal, CSULB Conference, April 15-16, 1981). 

Yet, here In nild-1985 we still find very little being done to save the tax 
payer of the State of California mond> by providing this very valuable reha- 
bi 1 itat ive service. 

Many barriers are scarcely noticeable to non-handicapped persons. 
Obviously an office building housing an alcoholism agency, which may only be 
entered by climbirg a flight of stairs. Is Inaccessible to a person confined 
to a wheelchair seeking services. A building which has a ramp to the 
entrance, but which has no rest roc n cubicles wide enough to accommodate 
someone In a wheelchair. Is also Inaccessible. Low hanging signs or light 
fixtures In hallways (which those with sight can avoid) are physical barriers 
to the blind, and people who are deaf cannot readily negotiate In a building 
where auditory warning devices are not used In conjunction with corresponding 
visual Indicators. Or how do service providers know when someone who Is deaf 
is trying to acquire alcoholism services, when most service providers in the 
field do not have TDDs (Telephone devices for people who are deaf or 
hear Ing-lmpa lred)7 

Awareness on the part of the general public regarding the limitations that 
architectural barriers Impose upon handicapped persons is really Just 
beginning. Yet the technological capability to eliminate some of the barriers 
already exists. 

At the present time, equal access to treatment facilities and counseling 
centers do not exist for many people with Jlsabi I it les. Wheelchair ramps, 
specially designed restrooms, lowered drinking fountains and telephones, sipns 
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and pamphlets in BraMle. service providers proficient In sign language are 
not present in many centers designed to aid those with alcohol problems. 
These people "fall between the cracks" In the variance of service providers. 
The person who. in addition to a problem with alcohol, happens to be deaf has 
nowhere to turn. The agency serving deaf persons does not know how to treat 
the alcoholism and the agency where others can go for help with alcoholism 
must deny him/her the full benefit of their services because they cannot com- 
municate with him/her having no Interpreter. Section 504 of Public Law 93-112 
Is an attempt to rectify that unfortunate situation at least In agencies that 
receive funding from federal sources. This section recognizes that the 
disabled have a right to services provided to the community at large and 
further recognizes that "separate but equal facilities" may not always be In 
the best Interests of the clients. Compromises may have to be tolerated, at 
least at the onset; many agencies are run on a shoestring and to require them 
to redesign their buildings may prove Impractical in terms of utilization of 
financial resources. Perhaps a compromise couid be In the form of one agency 
in a geographical region being made accessible to serve segments of the 
disabled population would be more practical. 

At the state level we have similar legislation m protecting the right to 
state funded services for people with physical and/or mental disabilities. 
This bill. AB 803, was authored In 1977 by the present Speaker of the 
California State Assembly Willie Lewis Brown (see Appendix A). 

Recovery homes are denied permission to se, /e the disabled because of 
ordinances that require sprinkler systems and other renovations that would In 
effect Close down the facility to everyone. Let's not be too quick to throw 
the baby out with the bath water. Rather, let s Increase access to all. 
including the disabled, without diminishing the quality of services for the 
entire community. We need to find ways of rearranging these laws and regula- 
tions for the benefit and safety of ail. We agree that there Is a need for 
eftective fire regulations that protect people with disabilities from serious 
harm. However, it couid also be said that those same regulations which are 
designed to protect the lives of people with disabilities are also con- 
tributing to their demise, people who are not given the opportunity to enter 
treatment are thus sentenced to be institutionalized with no hope of re-entry 
to the community or to die for lack of the required services for their alcohol 
related problems. 

in the past year the O.A.P. consultant on disability has conducted on-site 
investigations of Los Angeles County supported alcohol abuse treatment pro- 
grams, examining the capacity of these programs—in terms of both staff and 
♦acl I it ies~to handle the needs of disabled alcoholics. The results are most 
revealing. Out of 100 such programs, all but a f^w lack even basic "access" 
for those in wheelchairs. Few are equipped to work with blind or deaf per- 
sons. None has extensive experience dealing with disabled alcoholics, lone 
Offers anything like a truly optimum setting, none are able tc accommodate a 
wide range of disabilities. And. of course, none a'-e targeted specifically 
for the disabled community. Furthermore, it should be noted that the Los 
Angeles County authorities are moro enlightened than most in this fleia— as 
evidenced by the fact that they commissioned this particular survey. The 
problem is even more intractable, and the programs even ies- available to the 
disabled, within private sector treatment faciiicies. 
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The fundam ii dlffl^.u'ty is twofold. First, those who operate many of 
these programs ally don't want to be "bothered" by the presence, and special 
requirements, of the disabled. Second, the general feeling Is that the cost 
of brlngln{^ ^acuities Into line with the needs of the disabled, and of main- 
taining r^'pr nrlate staff (those who can both speak and use sign language, for 
Instance) Is truly enormous. Providing treatment for disabled alcoholics on 
an occasional or Irregular basis In existing programs-(whl le It Is a laudable 
long-term goa!)-may simply not be a practical and/or "cost-effective" short- 
term goa*. This Is an overwhelming obstacle, even for those who are 'I I ling 
to serve the disabled — especially at a time when public funds for suuk ser- 
vices are dwindl Ing. 

WHAT IS BEING DO'iE IN LOS ANGELES COUNTY TO ADDRESS THIS PROBLEM? 

In 1981 the County Alcohol Program office began to look at tiiis problem In 
a systematic way. Some of the Issues that came to be recognized at that time 
were : 

O.A.P. became aware that service providers did not outreach to people with 
disabilities as was done with other groups of people In need of alcoholism 
serv Ices. 

luCTis was a new awareness relative to i roal lack of mainstream transpor- 
tation needed by people with disabilities, who were trying to get to programs 
that may accept them for alcoSiolism treatment 

The people from the County Alcohol Program office who were looking Into 
this new problem area were becoming more aware of the role of t>truc\ural 
barriers In county funded programs and how this lack of access was In fact 
keeping a whole group of people out of the service system. They were also 
recognizing the need for training In this area; there wab a new awareness that 
attltudlnal barriers could be more devastating than the physical ones. 

Another Interesting phenomenon was the realization thai people with disa- 
bilities were experiencing many of the same problems accessing services as 
other minority groups had In the past, the big difference here are the physi- 
cal barriers to treatmv ' 

Back In 1981, thfe was a realization that the county had routinely com- 
piled client admissions and departp^e data relative to the client's age, sex 
and ethnic makeup. However, the.o had never been any of this documentation 
done In the area of physical, sensory or mental disability. 

Also for the 1981 county alcohol plan there was a comprehensive 

"4uestloinalre on community needs to service agencies and organizations 

throughout Los Angeles County. " In this quest lonna I re there were two 
questions on disability. 

Quest Ion #1 ; Do you think that existing alcohol programs In your 
community should Le made accessible to alcoholics wh( have other 
disabilities? Eighty-three percent of those who respu.ided to this 
question said, "Yes, programs should be accessible for people with 
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disabilities;" 6% said "No, that programs should not be accessible" 
and 10% of the people who responded had no opinion. 

Question »2 : Do you think that alcoholics wl .h other physical dl^a- 
^Mltles need special programs? Here 56% of the respondents said 
"Yes, that special alcohol treatment programs for people with disa- 
bilities were needed;" 26% said "No, special programs were not 
needed" and 18% did not comment el.ner way. 

Accordingly, with the data from these two questlor. and ot .er Information 
t»-at was acquired at that point in time, the feeling was to support the notion 
V. making existing programs more accessible for people with disabilities. 
That decision was pretty much conslstant with Input from leaders In the move- 
ment of suostance abuse services for people with disabilities. However, as we 
look at this problem more Intensely three to four years after the above notion 
was generated we may also wish to reevaluate !t. For example, a possible 
Short-term goal with positive long-term Implications could be the development 
of a specialized multi-service treatment program for the specific needs of 
people with disabilities throughout the county of Los Angeles. 

Some other recommendations that were made In the 1981-82 plan were: 

1. Develop (pending available funding) a contract for Community 
Awareness/Prevent i on/Deve lopment focused on d I sab I ed prob I em 
drinkers- Since April 1983 the county has had a consultant who 
has orchestrated six regional workshops networking alcoholism, 
drug abuse treatment/prevention service providers with the 
disabled servSje providing community. These workshops were held 
In west Los Angeles, Long Beach, Sou.. Central, Pasadena, San 
Gabriel Valley and the San Fernando Valley. The consultant has 
also provlc>d numerous In-service training programs for alcohol 
treatment/prevention (Los Angeles County contract programs) and 
also for service providers In the dlsablM*y community. He has 
developed numerous local meetings bringing together specialists 
In all of the appropriate fields, and he has been available to 
provide needed technical assistance and referrals whenever or 
wherever neeced. 

2. Survey program providers to determine the current level of 
program accessibility to the disabled. We have just completed a 
personal Inspectlc^ of 100 county contracted programs checking on 
physical and attltudlnal accessibility. 

3. Develop a plan to educate program providers concerning the 
disabled alcoholic and appropriate treatment procedure. Ongoing 
since April, 1983 (In conjunction with the #1 recommendation 
above) . 

4. Evaluate client admissions and departures r3portlng systems and 
redesign these procedures to better reflect the scope of services 
provided to the physically disabled. This Is still pending, but 
Is St I 1 1 a goal of the office. 
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5. Conduct an assessment of the specialized needs of various 
disabled subpopulat lens (e.g. , deaf) to determine sped a 1 1 zed 
needs (e.g. , sign language Interpretat Ion) , and develop a p Ian 
for meeting these needs. This Is ongolnj, but there is a good 
possibility that we will be doing a more detailed needs 
assessiTient within the next year. 

So what Is being done at the present? 

1. Continued employment of a disability consultant with O.A.P. 

2. Six regional iiwtworking workshops which brought together almost 
500 people from the key communities we are trying to network. 

Continued technical assistance (T.A.) whe.i and where needed. 

A. Continue to look at programs for physical and/or attltudlnal 
access. 

5. Continued free In-service training on disability anc« alcohol 
related problems Issues for county funded alcohol problem service 
prov Iders. 

6. We are In the beginning process of developing "mini" networks. 
These networks are designed for the sharing of resources and 
expertise relative to disability and alcohol related problems at 
the local level. For example, the Long Beach Bel If lower network 
met n Jun*^ and July of 1985 and are ^ ianning to support each 
other by providing mutual training experiences. They are &iso 
looking at the possibi 1 ity of implementing a smai 1 network ing 
work3hop focusing on the Long Beach Beiifiower area specifically. 
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STATE A. P.P. REGULATIONS 
TITLE 9 ALCOHOL AND DRUG PROBLEMS 

Register 83, No. 4-1-22-83 

SUBCHAPTER 6. NONDISCRIMOMATION IN PROGRAMS OR 
ACTIVITIES RECEIVING STATE FINANCIAL ASSISTANCE 

Article 1. General Definitions 

10800. Definitions 

As used in this Subchapter, the foiiowing terms shaii appiy: (a) Articie 
9.5. "Articie 9.5" means the provisions of Assembly Bili 803 Statutes of 
1977, Chapter 972. This section of Chapter 1 of Part 1 of Division 3 of TItie 
2 of the Government Code of California (commencing with Section iii35) pro- 
V des for nondiscrimination in programs or activities receiving state finan- 
cial assistance and provides the legal basis for those regulations. 

10805. Purpose 

The purpose of this Subchapter is to implement Article 9.5, which is 
des gned to eliminate discrimination on the basis of ethnic group iden- 
tification, religion, age, sex, color, or physical or mental disability in any 
program or activity receiving state financial assistance. 

10807. Application 

This Subchapter applies to each recipient of state financial assistance 
from the Department of Alcohol and Drug Programs. 

Articie 3. Discriminatory Practices Relating to All Groups Protected by 
Article 9.5 

10820. Discriminatory PracticdS Applicable to All Recipients 

(a) in carrying out a program or ac; vity, a recipient shaii not, on the 
basis of ethnic gioup Identification, religion, age, sex, color or 
physical or mental disability: 

(1) Deny an ultimate beneficiary the opportunity to participate In or 
benefit from a program or activity; 

(2) Deny an ultimate beneficiary an opportunity to participate In or 
benefit from a program or activity which is as effective or equal 
to that affoded others; to be effective said program or activity 
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shall afford an equal opportunity to obtain the same result, to 
gain the same benefit, or to reach the same level of achievement 
as that provided to others; 

(3) Make selections of sites or locations or facilities In which to 
con:jvct a program or activity that have the purpose or effect of 
excluding ultimate beneficiaries from, denying them the benefits 
of, or otherwise s^'Djectlng them to discrimination. 

(b) The discr Imlr.atory practices ser forth In Subsection (a) of this 
Section shall not be construed to be w < inclusive. 



iX>TEi authority cited: Section 11138, Government code. 

Reference: Sections 11135 and 11139, Government code. 

Article 9. Discriminatory Practices Relating to Physical or Mental 
DIsabI I Ity 



10870. Def Init Ions 



As used In this Article, the following terms shall apply: 

(a> Disability. "Disability" means any condition or characteristic that 
renders a person a disabled person. 

(b) Disabled Person. "Disabled person" means any person who has a physi- 
cal or mental Impairment which substantially limits one or more major 
life activities, has a record of such Impairment, or is regarded as 
having such an Impairment. 

(c) Has a Record of Such an impairment. "Has a record of such an impair- 
ment" means has history of, or has been misciassi f led a^ having, a 
mental or physical Impairment that substantially limits one or more 
major I Ife act Ivit les. 

(d) is Regarded as Having an Impairment. "Is regarded as having Impair- 
ment" means: 

(1) Has a physical or mental impairment that does not substantially 
limit major life activities but Is treated by a recipient as 
constituting such a limitation; 

(2) Has a physical or mental Impairment that substantially limits 
major life activities only as a result of the attitudes of others 
toward such Impairment; or 

(3) Does not have a physical or mental Impairment, but Is treat3d by a 
recipient as having such an Impairment. 

(e) Major Life Activities. -Major Life Activities" m^ans functions 
necessary to be self-sufficient sucn as caring for oneself, walking, 
seeing, hearing, speaking, braathing, learning and working. 
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(f) Physical or Mental Impairment. "Physical and mental impairment" 
means: 



(1) Any physiological disorder or condition, cosmetic disfigurement, 
or anatomical loss affecting one or more of the following body 
systems: neurological; musculoskeletal; special sense organs; 
respiratory, including speech organs; cardiovascular; reproduc- 
tive; digestive; genitourinary; hemic and lymphatic; skin; and 
endocrine; or 

(2) Any mental or psychological disorder, such as mental retardation, 
organic brain syndrome, emotional or mental illness, and specific 
learning disabi i it les. 

(3) The term "physical or mental Impairment" includes, but Is not 
limited to, such diseases and conditions as orthopedic, visual, 
speech and hearing impairment, cerebai palsy, ep I lepsy, ' muscular 
dystrophy, multiple sclerosis, cancer, heart disease, diabetes, 
mental retardation, emotional illness, and drug addiction and 
alcohol ism. 

(g) Qualified Disabled Person. "Qualified disabled person" means: 

(1) With respect to employment, a disabled person *ho, Hith reasonable 
accommodation, can perform the essential functions of the Job In 
question. The term does not include any individual who Is an 
alcoholic or drug abuser whose current use of alcohol or drugs 
preven 3 such person from performing the duties of the Job In 
question or whose employment, by reason of such current alcohol or 
drug abuse, would const itue a direct threat to property or the 
safety of others; and 

(2) With respect to other pi jrams or activities, a disabled person 
who meets the essential eiiglbiiity requirements of such programs 
or activities. 

NOTE: Authority cited: Section 11138, Government Code. 
Reference: Section 1135, Government code. 

10872. DiST iminat ion Prohibited 

A recipient shai I not: 

(a) Discriminate against an ultimate beneficiary on the basis of his or 
her physical or mental disability. 

(b) Deny a qualified disabled person the opportunity to participate in a 
program or activity which also serves non-disabled persons. 

(c) Fail to take appropriate steps to ensure that communications with 
Ultimate beneficiaries are available to persons w th impaired vision 
or hearing. 
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(d) Deny aid, benefits or services to a qualified disabled person because 
a recipient's facilities are Inaccessible to or unusable by such per- 
son. 



NOTE: Authority cited: Section 11138, Government Code. 

Reference: Sections 11135 and 11139, Government Code. 

10874. Program AccesoibI I i ' 

A recipient shall operate each program or activity in such a manner that 
the program or activity, when viewed in Its entirety, is readily accessible to 
disabled persons. This shall not be construed to mean that e recipient must 
make each of Its exist Ing faci I It les or every part of a faci I I ty accessible to 
and usable by disable persons. 

NOTE: Authority cited; Section 11138, Government Code. 

Reference: Sections 11135 and 11138, Government Code. 
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